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Alden-Pedic lasts and shoes are scientifically de- 
signed to fit the individual foot shape and at the 
same time accommodate your prescribed correc- 
tions and insertions without sacrificing any fitting 
qualities. Alden-Pedic shoes are basic prescription 
shoes. We do not manufacture a pre-corrected 
or commercial health shoe. 

Doctors who are familiar with the Alden-Pedic 
program have achieved most satisfactory results 
in recommending our shoes. 


Write us today for our new illustrated brochure 
of Alden-Pedic styles for men and boys and our 
new “Progress Report on Shoe and Last Design”. 
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REASSURING COMIORT 


MUS E BE C 


SHOES 


Now, MUSEBECK DOUBLE ARCH SHOES, bring you 
five new support-comfort lasts . . . designed to meet your 
foot therapy needs. We urge you to examine the follow- 
ing features with regard to your patients’ requirements. 


_%& LONG INSIDE COUNTER 


% BROAD STEEL SHANKS 

% BROAD BASE HEELS 

% ALL LEATHER CONSTRUCTION 
%& STRAIGHT INSOLE (no cookie) 


%& PERSPIRATION PROOF INSOLE 


x INFLARE STRAIGHT, OUTFLARE LASTS 


oe 


Available through your local shoe dealer or write to: 
MUSEBECK DOUBLE ARCH SHOES 


Forest and Weston © Oconomowoc, Wisconsin 


{ 
° 
4 
} A 
i 
| 
4 
| 


A2 


AMERICAN PODIATRY ASSOCIATION 


BOARD OF TRUSTEES 
Marvin D. Marr, President Elect ’ 
204 Paramount Building, Cedar Rapids, lowa 


Robert Shor, Vice President 
4480 Crenshaw Boulevard, Los Angeles, California 


Benjamin C. Mullens, Vice President 
Security Mutual Bldg., Binghamton, New York 


George E. Guenzler, Retiring President 


Ralph E. Owens Joy E. Adams 
1700 Exchange Blvd., Oklahoma City, Okla. Florida National Bank Bldg., St. Peters- 
burg, Fla. 


Earl G. Kaplan 


14608 Gratiot Ave., Detroit, Michigan Harry I. Horowitz 


30-96 Steinway St., L. 1., New York 


L. B. Thompson William A. Edwards 
5613-7th Ave., Kenosha, Wisc. 150 No. Arlington Ave., Reno, Nevada 


A. Rubin, Secretary 
Seward P. Nyman, Assistant Secretary 


HEADQUARTERS STAFF 


Assistant to the Secreiary Administrative Assistant 
Angeline R. Jackerson George A. Dame 
Assistant to the Treasurer Clerk Membership Records 
Mary H. Blair Nina E. George Catherine M. Vogel 


JOURNAL 
OF THE 


AMERICAN PODIATRY ASSOCIATION 


The Official Publication of the Podiatry-Chiropody Profession 
Published under direction of the Board of Trustees 


All expressions of opinion and all other statements are published on the authority of the 
writer over whose signature they appear, and are not to be regarded as expressing the views 
of the American Podiatry Association, unless such statements or opinions have been adopted 
by the Association. 

Deadline for Journal copy is the 10th of the month preceding the month of publication. (Ex- 
ample: copy for June issue should be in the editorial offices by May 10th.) The Journal is usually 
mailed between the 10th and 15th of the month of issue (the June issue is mailed between the 
10th and 15th of June). 

Manuscripts must be typewritten, double spaced, and an original and one carbon copy must 
be submitted. References should give name and initials of author, volume, page, month and year 
of publication in the case of periodicals, and publisher and place and year of publication in the 
case of books. Illustrations must be clear photographs. Glossy prints are preferred. Drawings 
must be made in black ink on heavy paper or cardboard. Any illustrations should bear the 
author's name and be nambered in the order in which reference is made in the text. Illustrations 
and tables must be mounted separately and not in the manuscript. Legends should be placed on 
a separate sheet. Tables are not illustrations and should be numbered separately. Articles are 
accepted with the understanding that they have not been published previously and that they are 
submitted solely to the Journal. 

Orders for reprints must be placed at the time the author is notified of publication date. 

Communications regarding manuscripts, news items, and editorial matters should be addressed 
to the Editor; those regarding advertising to the National Advertising Representative. Adver- 
tising and editorial copy must conform to the official standards established by the Association. 

Subscription is included in the annual membership dues of the American Podiatry Associa- 
tion. The subscription rate for non-members is $10.00 a year in advance ($1.50 additional for 
foreign : postage, exclusive of Canada, Cuba, Mexico). Single copies $1.00 each. Remittance 
should be.made payable to the American Podiatry Association. 


Vox. 49, No. 9, JOURNAL of the AMERICAN 
PODIATRY ASSOCIATION, SepTemBerR, 1959 


| 
| 
| 
| 
| 
a 
j 
| 
| 
i 


SKIN DRYNESS AND ITCH ECZEMATOID DERMATITIS 
FISSURED HEELS. DIABETIC DRY SKIN 


SARDO* releases millions of 
microfine water-dispersible oil 
globules to provide a soothing, 
softening suspension which 
augments your other therapy, 
1. rehydrates the dry, itchy, 
scaly skin. 
adds its comforting effects 
to the bath. 
serves to increase natural 
emollient oil? 
4. acts to reestablish the essential 
lipid-aqueous balance. 
helps protect, maintain good 
skin tone. 


3 


. SARDO is pleasant, convenient, easy 
to use; non-sticky, non-sensitizing. 
Most economical. Bottles of 

4, 8 and 16 oz. 


for Somples and literature please write 


Sardeau, Inc. 
75 East 55th Street, New York 22, N. Y. 


*Patent Pending T.M. ©1959 


1. Prentice, H., and Brezak, S.: Jrnl. Amer. Podiatry Assn., May 1958. 2. Spoor, H. J.: N. Y. State J. Med., Oct. 15, 1958. 
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you need the oueiaiilins of TRUE SECURITY 


It takes time to establish a practice. This delay 
in income is only one of the financial burdens the 
podiatrist must bear. From his education to 
his retirement he is beset with problems which 
other men never face. 


Mutual Benefit Life has a special solution to 
these problems, gained from more than a century 
of service to men in the medical professions. 
Through this experience, Mutual Benefit Life can 
help you meet your present and future needs with 
TRUE SECURITY—complete financial protec- 
tion offered only by Mutual Benefit Life. 


Your Mutual Benefit Life man will be happy 
to outline a personal plan for your family’s 
TRUE SECURITY. His financial advice is yours 
without obligation. Why not call him soon. 
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FINANCIAL PLANNING FOR 
YOU AND YOUR FAMILY 


Send this coupon for your free copy of an analysis 

of the medical profession’s financial problems and 

their solution. This is not only an insurance booklet 
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Serving the podiatrist, exclusively. 


Improve 
peripheral circulation 
in the lower extremities 


with... 
Niatherm 


a Safe, natural, non-toxic 
vasodilator without undesirable 
side effects. 


NIATHERM relaxes constricted blood vessels, 
oxygenates tissues, metabolizes accumulations 
of toxic substances resulting from diminished 
blood supply. Relieves pain and muscle spasm 


when secondary to poor blood flow. 


Indications 


Buerger’s disease 
Raynaud’s disease 
Intermittent claudication 
Varicose veins 

Leg ulcers (stasis) 
Chronic cold feet 

Chronic chilblains 

and other conditions 
associated with peripheral 
circulatory insufficiency 


Bottles of 120 tablets 


a division of Vitaminerals iva 
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Ohio Chiropodists N. C. Bianco, 1516 First National Tower, Akron, Ohio 
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Society of Randall Taylor, Huntington, W. Va. 
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Long Beach, Calif. 
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American Association of Colleges of Chiropody—Charles E. Krausz, 926 W. Lehigh Ave., 
Philadelphia, Pa. 
National Board of Chiropody Examiners—Pierce B. Nelson, 1770 Eddy St., San Francisco, Cal. 
American Academy of Chiropodists—Mary E. Lunter, 410 Goff Building, Clarksburg, W. Va. 
American Academy of Podiatry 
American Podiatry Council—H. B. Bodian, 30 East 60th St., New York, N. Y. 
Fellows Pedic Research Society—Irving M. Sward, 4948 W. Dempster Rd., Skokie, III. 
American Foot Health Foundation—Sidney Hirschberg, 107-07 Continental Ave., Forest Hills, 
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1422 W. Monroe Street 2057 Cornell Road 
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and Foot Surgery Chiropody 
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Sure... 


JERRY 
MILLER 


Expensive 


No doubt about it . . . you can get 
cheaper moulded shoes . . . but can 
you get better ones? 


We think not, and we have the back- 
ing of hundreds of foot specialists. 
They tried the less expensive moulded 
shoes and found out they couldn't get 
the skill, rigid control, top quality and 
A division of Sandler-Fenton Shoe Make Jerry 
874 N. Montello Street, ~ Miller I.D.@ Shoes can offer. 


Remember . . . there is a difference . . . and it’s a small price for your 
patients to pay for priceless foot comfort. 


SALES AND CASTING DEPARTMENT: 1/6! E. 33rd Street 
New York 16, N. Y. MUrray Hill 4-5048 


PODIATRY ASSOCIATION, SepremBer, 1959 A9 


3 
{ a 
\ 
6 
i 
| 


A\0 


STATE BOARD MEETINGS 
FOR EXAMINATION AND LICENSURE 


Aiabama 
The Alabama Medical Board of Examiners. Board Secretary: 


Arizona 
The Arizona State Board of Chiropody Examiners. Board Secretary: Dr. Julius Citron, 40 E. Thomas Rd., 
Phoenix, Arizona. 


Arkansas 
Arkansas State Chiropody Examining Board. Board Secretary: Dr. Bernard S. Paul, 800 First National 
Bank Biag., Fort Smith, Ark. 

California 

The California Chiropody Examining Committee will meet for examination in Sacramento, October 19-22, 
1959. Board Chairman: Abraham Hoffman, D.S.C., 2320 Sutter St., San Francisco, Calif. Executive 
Secretary: Mr. Wallace Thompson, Km. 530, 1020 N St., Sacramento, ‘Calif. 


Colorado 
Colorado State Board of Chiropody Examiners. Board President: Dr. G. F. Helbig, 327 Logan St., Denver, 
Colo. 


Connecticut ‘ 
rhe Connecticut Board of Examiners in Chiropody. Board Secretary: Dr. F. J. Ruggiero, 3 South Main 


poe W. Hartford 7, Conn. 


The State Beet of Chiropody Examiners of Delaware. Board Secretary: Dr. Bertram H. Blum, 112 So. 
State St., 1 


District of Columbia 
The Board of Podiatry Le em of the District of Columbia will meet for examination semi-annually 


in January and July. Board Secretary: —. Shafritz, D.S.C., Dept. of Occupations and Professions, 1740 
Massachusetts Ave., N.W., Washington 6, D. 
Florida 


The Florida State Board of Chiropody Examiners. Board Secretary: Dr. Heywood A. Dowling, 203 Greenleaf 
Bidg., Jacksonville, Fla. 


Georgia 
The Georgia State Board of Podiatry Examiners will meet for reciprocity and examination in June each 
year, at the discretion of the Board. Board President: Dr. Charles W. Beasley, Jr., 1205 First National 


Bank Bidg., ® atlanta, Ga. 


Idaho 

rhe Idaho State Board of Chiropody-Podiatry. Board Secretary: Dr. J. E. Franden, 412 Eastman Bidg., 
Boise, Idaho. 

Illinois 

The Illinois Chiropody Examining Committee. Superintendent of Registration: Frederick B. Selcke, Room 
112, State House, Springfield, Ill. 


Indiana 

The Indiana State Board of Podiatry Examiners. Board Secretary: P. T. Lamey, M.D., 422 Citizens Bank 
Bidg., Anderson, Ind. 

lowa 

The Iowa State Board of Chiropody Examiners. Board Secretary: Dr. C. C. Reinheimer, 111 W. 2nd St. 
South, Newton, Iowa. 


Kansas 

The Kansas State Board of Podiatry Examiners. Board President: Dr. L. E. Krause, 1107 Williams St., 
Great Bend, Kansas, or Rance Board of Podiatry Examiners, 872 New Brotherhood Bldg., Kansas City, 
Kansas. Board Secretary: F. N. Nash, M.D., 864 New Brotherhood Bidg., Kansas City, Kansas. 

Kentucky 

The Kentucky State Board of Chiropody meets on the third Saturday and Sunday of June and the first 
Saturday and Sunday of December each year. The December meeting is for re-examination only. Board 
Secretary: Dr. Chester A. Nava, 4140 Shelbyville Rd., Louisville, Ky. 


Louisiana 


Louisiana State Board ;= Medica! Examiners will meet for reciprocity and examination, Dec. 1959, in 
New Orleans, La. Board Secretary: Donald Zichichi, D.S.C., 1011 Pere Marquette Bidg., New Orleans 12, La. 
Maine 


The Maine Board of Examiners in Chiropody and Podiatry. Board Secretary: Adam P. Leighton, M.D., 142 
High St., Portland, Me. 


Maryland 

The Maryland Board of Chiropody Examiners. Board Secretary: Dr. S. Jack Kleger, 408 S. Division St., 

Salisbury, Md. 

Massachusetts 

ine next board meeting of the Board of Registration in Chiropody-Podiatry wil) be held for reciprocity, 

conditionally, and examination, June and December, at the State House, Boston, Mass. Board Secretary: 

Dr. a T. Reiss, Ritz Carlton Hotel, Boston, Mass. 

Michi 

The Michigan State Board of Registration in Chiropody will meet for examination in Ju 

Board Secretary: Dr. Walter J. Jeffery, 1950 Madison Ave., S.E., Grand Rapids, Michigan. ee ee ee 

Minnesota 

The Minnesota Board of Chiropody Examiners. Board Secretary: H. W. Leibold. D.S.C., 221 Hamm Bidg. 

St. Paul 2, Minn. d 

Minssissippl 

Ba —~ rr, State Board of Health. Board Secretary: Archie L. Gray, M.D., Box 1700, Jackson, Miss. 
ssouri 

The Missouri State Board of Chiropody will meet for reciprocity October 9, 1959, at the Presi t 

a Kansas City, Mo. Board Secretary: Dr. L. A. Hansen, 800 Professional Bidg., Kansas City, “io. 
lontana 

The Montana State Board of Chiropody-Medical Examiners will meet when the need arises for reciprocity 

or examination at the Capitol Bldg., Helena, Mont. Board Secretary: Dr. L. M. Jennings, 411 First Na- 

tional Bank, Bozeman, Mont. 

The Nebraska State Board f E i in Chiropod Board Sec 
e Nebraska rd o xaminers in ro) y. retary: Herman F. Gartner, 

Bank Bidg., Lincoln, Nebr. 
ev: 

Fen .o— State Chiropody Board. Board Secretary: Dr. William A. Edwards, 150 No. Arlington St., 
no, Nevada. 

New Hampshire 

The New Hampshire pene of Registration in mre A will meet for examination in Dec., 1959, at 61 So. 

Spring St., Concord, H. Beaed Seeretary: Edward Colby, M.D., 61 S. Spring St., Concord, N. H. 

New Jersey 

The New Jersey State Board of Medical Examiners meets semi-annually for examination 

Tuesday, Wednesday, and Friday of June and October. Board Secretary: Royal 

28 West State St., Trenton 8, N. J. 
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improved 


LOWILA CAKE 


NEW .. . because Lowila Cake has 
undergone a change. It now provides 
a rich, creamy, more abundant 
lather and has a smoother feel. 


Lowila Cake cleanses gently without 
irritation. It maintains the skin’s normal 
acid lipid film and creates an 
environment favorable to therapy 

and healing. By maintaining a 

soap-free regimen with Lowila, 
recurrences of fungus infections and 
other chronic dermatoses can be 
reduced. It is the safest lathering 
cleansing agent your patients can use, 


WESTWOOD PHARMACEUTICALS 
Buffaio 13, New York 
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Our colleges need more than $3,000,000 by 1965. The following demonstrates the 


dollar needs of our colleges and remember, these are the minimum re- 


llion 


quirements 


imi 


mult 


For optimum expansion and _ re- 


1€s, 


d salar 


ipment an 


for buildings, equ 
search, still more money will be needed. 


iatrists- 


future pod 


for 


education 


adequate 
chiropodists. Will you help by giving $100.00 in 1959? 


assure 


$3,409,193 will 


About 


$4,787,349 


Building & Equipment Funds Needed 


Estimated Funds Available 


$478,000 


lar to Present $189,656 


Estimated Annual Teaching Costs 


iml 


1 Funds Needed Annually to Pay Teachers 


Funds in Sight on Basis of Enrollment S$ 


$3,120,849 


] Funds Needed 


inimum Additiona 


M 


$288,344 


itiona 


Add 


Make Your Contribution and/or Pledge Now. 


STATE BOARD (Cont.) 


New Mexico 

The New Mexico State Board of Chiropody. Board 
Secretary: Morris Haas, D.S.C., 121 Sycamore St., N: E., 
Albuquerque, N. M. 


New York 

The New York State Board of Podiatry Examiners. 
Secretary: James O. Hoyle, Ed.D., 23 S. Pearl St., 

Albany, New York. 


North Carolina 

The North Carolina State Board of Chiropody Examiners. 
Board Secretary: Robert W. Getchell, D.S.C., P.O. Box 
796, Goldsboro, N. C 


North Dakota 

The next board meeting of the North Dakota Board of 
Registration in Chiropody will be held for reciprocity and 
examination at call at 301 Black Bldg., Fargo, N. Dak. 
Board Secretary: Joseph E. O’Brien, D.S.C., P.O. Box 872, 
Bismarck, No. Dak. 


Ohio 

The Ohio State Medical Board will meet for examination 
Dec. 15, 1959, at 21 W. Broad St., Columbus, Ohio. 
Examiner in Chiropody: H. M. Platter, M.D., 21 W. 
Broad St., Columbus, Ohio. 


Oklahoma 

The Oklahoma State Board of Chiropody wii meet tor 
examination, Sept. 12-13, 1959 at 1217 N. Walker St., 
Oklahoma City, Okla. Board Secretary: Dr. Warren D. 
Long, 1217 No. Walker St., Oklahoma City, Okla. 


Oregon 

Oregon State Chiropodists Examining Board. Board Sec- 
retary: Harold M. Erickson, M.D., 1400 S.W. Fifth Ave., 
Portland 1, Oregon. 


Pennsylvania 

Pennsylvania State Board of Chiropody Examiners. 
Board Chairman: Dr. Ralph H. Orr. 424 Colorado Drive, 
Erie, Pa. Board Secretary: Dr. Jack S. Pincus, 26 N. 
Third St., Harrisburg, Pa. 


Rhode Island 

The Rhode Island Board of Examiners in Chiropody. 
Administrator: Thomas B. Casey, 366 State Office Bidg., 
Providence, R. I. 


South Carolina 

The South Carolina Board of Chiropody Examiners. Board 
Secretary: Dr. Charles W. Clark, 535 Harden St., Five 
Points, Columbia, South Carolina. 


South Dakota 

The South Dakota State Board of Chiropody Examiners 
will meet at the discretion of the Board. Board Secretary: 
Dr. Fred D. Rule, 204 Kresge Bidg., Sioux Falls, 8S. D. 


Tennessee 

The Tennessee Board of Registration in Chiropody. Board 

| ama Dr. Arthur Richert, 3355 Poplar St., Memphis, 
enn. 


Texas 

The Texas State Board of Chiropody Examiners. Board 
Secretary: Dr. Lewis M. Hoppock, P. O. Box 3315, 
Temple, Texas. 


Utah 

The Utah State Board of Chiropody Examiners. Board 
Secretary: Ward A. Burbidge, 1015 Medical Arts Bidg., 
Salt Lake City, Utah. 


Vermont 
Vermont Chiropody Association. Board Secretary: Gray 
S. Clark, Service Bidg., Rutland, Vt. 


Virginia 

Virginia Board of Medical Examiners. Board Sccretary: 
Kenneth D. Graves, D., 1800 E. Washington St., 
Charleston, W. Va. 


Washington 

The Washington State Chiropody Examining Committee. 
Board Secretary: Thomas A. Carter, Department of Li- 
censes, Olympia, Wash. 


West Virginia 

Medical Licensing Board of West Virginia will meet for 
examination. Board Secretary: N. H. Dyer, M.D., 1800 
E. Washington St., Chareston, W. Va. 


Wisconsin 

The Wisconsin State Board of Examiners. Board Secre- 
tary: O. J. Trimborn, D.S.C., 208 E. Wisconsin Ave., 
Milwaukee 2, Wis. 


Wyoming 

The Wyoming State Board of Registration in Chiropody- 
Podiatry. Board Secretary: Dr. J. W. Scott, 21 East 
Works Sheridan, Wyo. 
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For the patient with onychomycosis 


Onycho-Phytex 


can unlock the door to successful treatment... 


by a three-fold attack essential for effective control: 


pe penetrating vehicle— that reaches the fungi in deep keratin layers. 
4 multiple antimycotic action—in vivo— 1) kills fungi by direct 
tanning action, 2) lowers local pH, 3) inhibits local sweat production; 
pee prolonged action— sustained release medication film provides 
continuous 12-hour antifungal action. 


But—the door to success opens wide only when OnycHO-PuyTEx is combined with: 


@ Thorough and regular debridement (in your office) of affected nails by chemical or mechanical 
means, to remove piled-up horny growth. 

@ Conscientious patient cooperation at home in carrying out the twice daily application schedule 
for an adequate period. Visible improvement (healthy new nail growth) should not be ex- 
pected for several months. Patient instruction sheets are available to you on request as an aid 
in gaining long-term cooperation. 


Formula: each cc. contains 


Borotannic complex (derived from: Tannic acid 46 mg., Boric acid 29 mg.)........... 75 mg. 


Supply: In bottles of 15 cc. and 30 cc. with brush in cap—on prescription only. 


WYNLIT PHARMACEUTICALS, INC., MADISON, NEW JERSEY @gqa> 
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THE TREATMENT 


A TOPICAL FUNGICIDE FOR TOPICAL FUNGOUS INFECTIONS 
Desenex attacks fungous infections caused by dermatophytes which 
affect the horny, keratinized layers of the skin. 

Athlete’s foot is a fungous infection of the skin invoiving the superficial 
layers that are not reached by the blood supply. A fungicidal agent, 
applied directly to these superficial fungous infections, brings the 
antifungal agent into intimate contact with the invading organism for 
the most effective method of treatment. , 
Desenex, a combination of zinc undecylenate and undecylenic acid — 
an unsaturated fatty acid with an 11-carbon chain — has resulted in 
more “clinical” cures . . . proved to be the least irritating, and the safest 


of all potent fungicidal agents. 8 falttid 
ointment & solution & powder U, — 
Maltbie Laboratories Division / Wallace & Tiernan Incorporated, Belleville 9, N. J: 


PHOTOGRAPH, COURTESY DEPARTMENT OF DERMATOLOGY, UNIVERSITY OF PENNSYLVANIA PD-96 
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TREATMENT OF NIGHTTIME ITCHING WITH A NEW ORAL 
ANTIPRURITIC: A CONTROLLED STUDY* 


TREATING pruritus is often difficult because 
of the variety of factors that can cause it 
and the multiplicity of stimuli (most of 
which are incompletely understood) that 
may be involved in its production. Like 
pain, itching is a purely subjective sensa- 
tion, varying in intensity from patient to 
patient and in the same patient at different 
times of the day. This sporadic variation 
is particularly common in patients with 
pruritic cutaneous disorders of the lower 
extremities. In these patients, the intensity 
of itching seems to follow a prescribed pat- 
tern, usually becoming more pronounced 
shortly before the patient retires, or when 
the patient is trying to fall asleep. This 
increased itching seems to result from the 
patient’s coming to mental and physical 
rest, probably for the first time that day, 
or from vasomotor changes brought about 
by increased body temperature resulting 
from bed clothing. 

Few of the antipruritic preparations now 
available consistently control both daytime 
and nighttime itching. Recently, a new 
drug, trimeprazine, a phenothiazine deriva- 
tive related to chlorpromazine, was found 
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MILTON E. ASHUR, D.S.C.t 

Jersey City, N. J. 

REGINALD H. FARRAR, M.D.} 

Jersey City, N. J. 

to be an effective antipruritic when admin- 

istered orally (1-7). Of the 892 patients 

included in these reports, at least 70 per 

cent and sometimes as high as 90 per cent 

of them obtained consistently good or ex- 

cellent results after taking the drug; side 

effects were infrequent, and usually mild 
and transient. 

The present controlled evaluation was 
undertaken to determine the effects of tri- 
meprazine in a group of patients all of 
whom experienced severe itching at night 
associated with acute and chronic cutaneous 
disorders of the lower extremities. 


Method ard Material 
Fifty-two patients (30 males and 22 fe- 
males) with pruritic skin disorders (see 


*An award winning paper in the William J. Stickel 


Annual Awards for Research in Podiatry-Chirop- 
ody for 1959. Presented at the Annual Meeting 
of the A.P.A., Waldorf-Astoria, New York, N. Y., 
August 1959. 


+Consultant Chiropodist, Kenny Institute-Medical 
Center; Attending Chiropodist, Greenville Hospi- 
tal; Attending Chiropodist, Home for Orphans 
and Aged, all of Jersey City, N. J. 


tAssociate Attending Physician, Medical Center and 
Research Associate, Department of Physiology, 
Seton Hall School of Medicine, Jersey City, N. J. 
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TABLE | 


A Comparison of Antipruritic Results Following the 
Use of an Inactive Placebo and Trimeprazine 


Number of 
Patients Placebo Results Trimeprazine Results 

Diagnosis Treated E F E G F P 
Arteriosclerosis 1 1 1 
Atopic Dermatitis 2 2 1 l 
Hyperidrosis 2 1 1 1 1 
Lichen Planus 2 2 1 I 
Neurodermatitis l 1 1 
Pruritus Balnei l l 1 
Psoriasis 4 2 1 1 3 1 
Raynaud's Syndrome 1 1 1 
Scleroderma 1 1 1 
Senile Pruritus 2 2 2 
Tinea 3 3 3 
Varicose Eczema 6 2 3 1 5 1 
Varicose Ulcer 4 2 2 4 

TOTAL 30 10 8 12 24 a 2 


Statistical Results (chi-squared test) Chi-squared = 5.04 — p = .02 


E—Excellent G—Good F—Fair 


Table I1). localized in the lower extremities 
(legs, ankles or feet) were evaluated. They 
ranged in age from six to 78 years (average 
age: 42). Twenty-four of the patients had 
acute disorders, while twenty-eight of them 
had chronic ones. In general, patients with 
acute disorders had experienced intense 
nighttime itching for several days to several 
weeks; those with chronic disorders had ex- 
perienced it for much longer periods. Pa- 
tients received appropriate treatment for 
the underlying disorder when indicated, 
and were given trimeprazine for the symp- 
tomatic relief of pruritus only. 

Thirty of the patients served as their own 
control, and were given placebos for the 
first three days of treatment. At the end of 
this time, the antipruritic results produced 
by the placebo were evaluated. Patients 
who reported less than complete relief of 
itching were then given trimeprazine. The 
remaining 22 patients included in the eval- 
uation received trimeprazine without hav- 
ing first received placebo. Dosage instruc- 
tions, regardless of the preparation being 
taken, were: One 2.5 milligram tablet be- 
fore retiring, followed by a second tablet 
15 to 30 minutes later if no relief was ex- 
perienced. Duration of treatment varied 


P—Poor 


from 3 days to three months. Urinalyses 
and complete blood counts were done on 
15 patients before, during, and after treat- 
ment. 


Results 

Results were based on the degree of relief 
of itching, and on physical examination of 
the patient for signs of scratching. Results 
were considered “Excellent” if itching was 
completely relieved; “Good” if it was con- 
siderably diminished; “Fair” if it was 
slightly diminished; and “Poor” if it was 
unaffected. A comparison of the results ob- 
tained by the patients who received both 
placebo and trimeprazine is presented in 
Table I; results for the entire series are 
given in Table II. 

As noted in Table I, none of the patients 
receiving the placebo reported complete 
relief of itching; ten (33 per cent) reported 
considerable relief; eight (27 per cent) re- 
ported slight relief, and 12 (40 per cent) 
did not benefit at all. When given trime- 
prazine, all the patients derived some de- 
gree of relief of itching. Twenty-four (80 
per cent) of the patients reported complete 
relief, four (13 per cent) reported consid- 
erable relief, and two (7 per cent) reported 
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slight relief. The results of a statistical 
comparison (chi-squared test) of these data 
indicate that the results obtained with 
trimeprazine were statistically superior to 
those obtained with the placebo (p = .02). 
The results for all the patients indicate that 
44 (84 per cent) patients received complete 
relief of itching, while the remaining eight 
(16 per cent) patients received either con- 
siderable or slight relief of itching. 

In general, the response to trimeprazine 
was easily recognizable from that produced 
by the placebo. With the exception of 
twelve patients who required more than 
one 2.5 milligram tablet of trimeprazine, 
all the remaining patients reported that 
they had experienced substantial relief of 
itching within 15 minutes, and that com- 
plete relief was evident within 30 to 45 
minutes after one dose. This was not the 
case when the patients were receiving 
placebo. Many patients who had been sub- 
ject to intense itching and scratching be- 
fore bed every night for months experi- 
enced adequate and, in most cases, complete 
relief of itching after receiving trimepra- 
zine. Although trimeprazine was continued 
for longer periods in patients with chronic 
disorders, the initial response to therapy 
varied only slightly between patients with 
acute or chronic conditions. Due to the 
reduced amount of scratching observed in 
most patients after they had received trime- 
prazine, it is our impression that the total 
treatment time per patient was less than 
that for comparable patients who had not 
received the drug. 

The most common side effect was mild 
drowsiness, and was reported by 28 patients. 
Patients welcomed this as it gave promise 
of a good night’s sleep. Other, less desirable, 
side effects were: nausea (2 patients) ; anx- 
iety and tenseness (1 patient); dryness of 
mouth (2 patients); and headache (1 pa- 
tient). In all cases, these effects were mild 
and transient, and were never severe enough 
to warrant discontinuing the medication. 
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TABLE I! 
Anti-Pruritic Response to Trimeprazine in All Patients 


Number of Results 
Diagnosis Patients E GF 


Arteriosclerosis 1 1 
Atopic Dermatitis 2 1 1 
Burns (ehemicals) 1 
1 


Burns (water) 
Contact Dermatitis 
(adhesive type) 

Dermatitis Medicamentosa 
(penicillin) 

Gout 

Hyperidrosis 

Insect Bites 

Lichen Planus 

Neurodermatitis 

Pruritus Balnei 

Psoriasis 

Raynaud's Syndrome 

Scleroderma 

Senile Pruritus 

Tinea 

Unknown 

Varicose Eczema 

Varicose Ulcer 


TOTAL 52 
E—Excellent G—Good 


There were no changes observed in the 
hemogram or in renal function as deter- 
mined by the blood studies and urinaly- 
ses that were done. 


— 


Comment 

In any evaluation in which the symptom 
being treated may result from psychogenic 
factors, a certain percentage of the patients 
respond favorably to placebo medication. 
Beecher (8) reports the incidence of 
placebo reactors in evaluations of this type 
as approximately 35 per cent. It is inter- 
esting to note that the incidence of placebo 
response in the present evaluation, 33 per 
cent, closely approximates that reported by 
the latter investigator. It should be pointed 
out, however, that none of these patients 
experienced complete relief of itching while 
receiving the placebo, whereas 80 per cent 
of them received complete relief after tak- 
ing trimeprazine. Important also is the 
fact that 40 per cent of the patients derived 
no benefit while taking the placebo; while 
all the patients receiving trimeprazine ex- 
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perienced some relief of itching, even 
though it was only slight in seven per cent 
of them. Had both the preparations been 
equally effective (or nearly so) , the-results 
following the use of trimeprazine would 
have been similar, and the results of the 
statistical test between the differences in 
the proportions of degrees of relief experi- 
enced by the patients would have been in- 
significant. Since this was not the case, it 
is concluded that, in most patients, trime- 
prazine effectively relieves nighttime pruri- 
tus associated with many pathologic con- 
ditions. 


Interesting, too, is the agreement be- 
tween the proportions of excellent and 
good results obtained in the controlled 
group after they received trimeprazine (80 
per cent) and proportions of these results 
obtained in the entire group of patients 
(84 per cent). It should be pointed out 
that the average of these proportions (82 
per cent) agrees favorably with the average 
proportions of excellent and good results 
(82.1 per cent) reported by other investi- 
gators (2, 5, 6,7) who evaluated trimepra- 
zine. This consistency of results is impres- 
sive, and seems to indicate that trimepra- 
zine’s effect is particular, regardless of the 
type or the cause of the pruritus being 
treated. 


Summary 

Fifty-two patients with pruritic skin dis- 
orders localized in the lower extremities 
participated in the evaluation. To serve as 
a control group, thirty patients were given 
a placebo for three days. At the end of 
this time, those patients who had not re- 
ceived complete relief of itching were given 
trimeprazine. The remaining twenty-two 
patients received trimeprazine without first 
being given the placebo. 


Results showed that none of the patients 
receiving placebo obtained complete relief 
of itching. Ten patients (33 per cent) tTe- 
ceived considerable relief, eight (27° per 
cent) received slight relief, and twelve: (40 


per cent) did not benefit at all. All the 
patients derived some degree of relief of 
itching after being given trimeprazine. 
Twenty-four (80 per cent) reported com- 
plete relief of itching, four (13 per cent) 
reported considerable relief, and two (7 
per cent) reported slight relief. The results 
of a statistical comparison (chi-squared 
test) of these. data indicate that the results 
obtained with trimeprazine were statisti- 
cally superior to those obtained with the 
placebo (p=.02). It is concluded that, in 
most patients, trimeprazine effectively re- 
lieves nighttime pruritus associated with 
many pathologic conditions. 

681 Bergen Ave. 
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“Medicine is the only profession that labors incessantly to destroy the reason 


for its existence.” 
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THE MECHANISMS CONTRIBUTING TO 
OSTEOPOROSIS FROM TRAUMATIC INJURY* 


Tue human foot, subjected to constant 
trauma due to the activities of locomotion, 
to abnormal foot-positioning, and to direct 
injury, may undergo circulatory and func- 
tional changes which may eventually pro- 
gress to trophic changes and crippling. 
Osteoporosis often follows the soft tissue 
and bone changes. In this disease there is 
an abnormal ‘porousness or rarefaction of 
bone through enlargement of the canals 
or by formation of abnormal spaces. The 
decalcification or demineralization is shown 
in an x-ray study as a decreased density of 
bone. 

The various contributing factors to os- 
teoporosis include disease, immobilization, 
vitamin C deficiency, senescence, various 
infections, hypercortisonism, and trauma. 
This discussion is primarily concerned 
with physiologic and pathologic altera- 
tions resulting from trauma. 

The means whereby subclinical trauma 
becomes a causative factor in osteoporosis 
has been described by various authors, 
(1) by producing prolonged inflammatory 
reaction in the articular and periarticular 
tissues of the human foot!; (2) in causing 
traumatic arthritis,? and (3) in leading to 
pathologic changes following intra-articular 
fractures, dislocation, injury to the carti- 
lages or to the soft parts. Daub’s* sugges- 
tion that x-ray studies are of paramount 
importance, because they reveal the ana- 
tomic changes and, therefore, disturbed 
function, is not wholly true, since soft- 
tissue involvements, and especially energy 
changes, are not shown on _ roentgeno- 
grams. Yale* observes an over-emphasis 


*Paper submitted in the William J. Stickel Annual 

Awards for Research in Podiatry-Chiropody for 
1958. Presented at the Annual Meeting of the 
A.P.A., Shoreham Hotel, Washington, D. C., Au- 
gust 1959. 
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upon roentgenologic interpretation, with 
neglect of adequate explanation of bone 
changes. 


Histopathology 

A vascular absorption from _ persistent 
vasodilatation has been noted which causes 
a widening of the Haversian canals, and 
even development of inflammatory granu- 
lation tissue in osteoporosis. The role of 
the osteoclasts, multi-nucleated acidophilic 
cells, is to exert phagocytic action upon the 
bones after osteolysis.® 

The histopathologic process in bone ab- 
sorption has been explained as proteolytic 
action initiated by osteoclasts, the organic 
material being removed by macrophages. 
Theories explaining the conditions under 
which the osteoclasts form and osteoporosis 
results are: (1) Aging or necrosis causing 
chemical changes which stimulate connec- 
tive tissue to form osteoclasts; (2) increased 
pressure causing stasis in bone periosteum 
and bone marrow; (3) proteolytic enzyme 
action.*: ® Yale‘ believes that external pres- 
sures can cause superficial decrease in bone 
density. 

Studies of the microscopic structure of 
porous bone failed to show the presence of 
osteoclasts, suggesting a non-cellular inter- 
vention.” § Boyd® suggests that the physio- 
chemical change is that of hydrogen-ion 
concentration. The accumulation of car- 
bon dioxide in an inflammation contrib- 
utes to calcium dissolution. In disease, 
the balance between blood calcium and 
bone calcium is disturbed, yet in Sudeck’s 
atrophy the general blood calcium is not 
altered. Normally the chemical constitu- 
ents of bone matrix is 80 per cent calcium 
phosphate and the remainder is calcium 
carbonate and magnesium phosphate. 
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Nervous Factors 

Evidence of pain, functional changes, 
and vasomotor disturbances (hyperemia 
and increased oscillations at first, and later, 
opposite changes), may well indicate en- 
ergy misappropriation through neural 
pathways. The answer to this problem of 
pathogenesis “seems to lie in the realm of 
neurophysiology and, more specifically, in 
the field of neurovascular dynamics.”"7 A 
balance must be maintained in the nervous 
system. Normal innervation is conducive 
to health, abnormal nerve irritation to dis- 
ease. With the overstimulation of sensory 
nerves, functional vascular changes occur 
in the form of hyperemia or ischemia. 
Trauma to soft tissues commonly causes 
these abnormal reactions. 

The commonest property of nerves is 
irritability —the capability of reacting to 
stimuli. Single or multiple shocks to the 
nerves can give rise to reactions such as 
pain and muscle spasms (Morton’s neu- 
ralgia) . 

Increased oxidation occurs in the cells 
upon exercise, after injury, infection, and 
injection of foreign protein. Normal nerve 
impulses contribute to normal oxidation, 
cell charges and pH content, but “if in- 
jury or an infection causes an increase in 
nerve impulses, there will be hyperchanges, 
hyperoxidation, and too great a change 
in the pH content.”® Reduced impulses 
reduce the electric charges in cell mem- 
branes; in absence of nerve impulses, oxida- 
tion and electric charges disappear. 

Trauma to the foot can give rise to 
conditions producing no _ appreciable 
changes in the bones at first, as in trauma- 
tic arthritis, osteoarthritis, Sudeck’s 
atrophy, and causalgia. To understand 
the mechanism by which these crippling 
conditions are produced, and in order to 
break the vicious reflex cycles, practitioners 
must devise new ways of restoring tissue 
normality with the least possible side 
effects. 


Osteoarthritis and Traumatic Arthritis 

Early writers believed that osteoarthritis 
has its beginning in subchondral bone, 
transitional bone, articular cartilage, syno- 


vial membrane, and tissue fluids.1! Some 
claim that poor posture is a cause of this 
disease,2 the pain causing disability arises 
from nerve irritability somewhere. If so, 
relief can be obtained by rest, correction 
of posture, and support of the strained 
part, or the relief of irritating cause. The 
old “wear and tear” theory tends to ex- 
plain osteoarthritis in the obese patient,"! 
but Heberden’s nodes and subdeltoid bur- 
sitis cannot be explained by the popular 
theories alone. 

Osteoarthritis has been induced by ap- 
plying iodine or ammonium hydroxide to 
a joint cartilage, cauterization of the sur- 
face of joint cartilage, ligation of patellar 
blood vessels, joint resections, freezing knee 
joints, traumatic injuries induced by re- 
flex hammers, subnormal use of joints, etc. 
Knock-knee experimentally induced in 
rabbits by manipulations, led to perma- 
nent valgus deformities of 30 degrees. The 
rabbits showed evidences of hypertrophic 
arthritis and traumatic arthritis, with os- 
teophytes surrounding the cartilage mar- 
gin, and hypertrophy of the involved 
bones, and hyperplasia of the synovial 
membranes.14 

Traumatic arthritis is commonly fol- 
lowed by traumatic hydrarthrosis.!° Sev- 
eral days after the injury to the knee, a 
serous effusion may distend the joint. A 
straw-colored exudate occurs, without 
formed bodies of blood. Leriche'® found 
no assurance of success from rest, dry heat, 
immobilization, massage, hot poultices, or 
aspiration. He described three cases of 
traumatic arthritis without systemic infec- 
tions. They resulted from traumatic in- 
juries to the knee in one instance and to 
the shoulder in two others. Painful and 
functional disability occurred within 10 
days, one week, and two weeks respec- 
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tively, after the injury. X-ray studies 
showed areas of osteoporosis of the epi- 
physes. Synovectomy, arthrotomy, and/or 
sympathectomy were performed. The syno- 
vial membranes were purplish, thickened 
and vascular, with villi distended by citrine. 
Microscopic studies revealed typical suba- 
cute synovitis and inflammation, new cap- 
illaries in the internal layer, and the super- 
ficial cartilage destroyed. Connective tis- 
sues were edematous, with many plasmo- 
cytes; lymphocytes surrounded the blocd 
vessels; no polymorphonuclear leucocytes 
were present. ‘The surrounding cellular 
membrane seemed to be hyperplastic. The 
external layer of synovial membrane was 
fibrous and compact; the internal portion 
was highly vascular. 

From oscillometric tests observa- 
tions, Leriche concluded that the early re- 
action to irritability is hyperemia. This 
proved that “every traumatism, above all, 
is a traumatism of ‘vasomotoricity’.” He 
suggested there could be an individual sus- 
ceptibility of the nervous system in rela- 
tion to the type olf trauma. Review of the 
literature has offered no explanation why 
all traumatic injuries do not lead to 
marked functional and trophic changes. 
Could it be that those so afflicted have 
additional factors of malnutrition and 
toxemia? 

Leriche suggested treatment to prevent 
the usual course of traumatic hydarthrosis 
and traumatic arthritis as follows: Avoid 
message, mechanical therapy, and heat— 
all of which cause hyperemia. Treat with 
rest, cold water or ice; no poulticing, nor 
plaster immobilization. In treatment of 
synovia and osseous lesions he suggested 
a special type of hydrotherapy ‘without 
massage, as used at Aix-les-Bains—1,200 to 
1,500 liters of hot water used as hydro- 
therapy to the entire body. In several min- 
utes marked changes are effected in pe- 
ripheral vasomotor nerves. In serious cases, 
he advises surgical treatment. In three 
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severe cases periarterial sympathectomies 
or lumbar ramisections were done, result- 
ing in improved function, reduced pain, 
and restored calcium to porotic areas. He 
did not explain how abnormal reflexes 
contribute to osteoporosis, nor how sympa- 
thectomy brought about improvement, but 
he noted that his surgical procedures in- 
creased the circulation and temporarily 
increased osteoporosis at first. 


Sudeck's Atrophy 

An extremely disabling and_ painful 
vasomotor, functional and trophic disturb- 
ance may result from mild trauma or from 
a low grade infection, a condition vari- 
ously known as acute atrophy of bone, 
traumatic angiospasm, traumatic vaso- 
spasm, chronic traumatic edema, peripheral 
acute trophoneurosis, post-traumatic dys- 
trophy, and Sudeck’s atrophy.!* This 
vague syndrome, which frequently is un- 
recognized, especially in its milder form, 
Schuele’* observed in 5 per cent of 500 
cases of sprain. Sudeck’s atrophy may be- 
come progressive if the mechanism is not 
understood, or proper therapy instituted. 

The types of tissue shock causing this 
condition include mild trauma, massive 
venous trauma, massive venous thrombosis, 
pelvic phlebitis, nodular phlebitis, and 
neglected infections, sprains, dislocations, 
eschars following incisions, and glomus 
tumors. 

Reported case studies,'* established 
the following significant symptoms: Severe 
pain with muscles hypertonic from in- 
creased reflex excitation, which cause mal- 
functioning of the part; indefinite sensory 
disturbances, often with hypoesthesia; the 
affected part extremely sensitive to 
draughts, temperature changes, superficial 
and deep pressure. Other symptoms are: 
Skin temperature elevated at first, later 
decreased; the skin glossy with bluish tint; 
joint capsules shrinking. After 4 to 8 
weeks, the bone shows spotty atrophy which 
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later becomes diffuse. Growing bone may 
be retarded and epiphyseal lines close pre- 
maturely. Moving the contracted parts 
aggravates the condition. Blood flow stud- 
ies show an average increase of slightly 
over 30 per cent, an increase which per- 
sists for many months or for several years 
after injury. Blood calcium and_phos- 
phorus levels remain normal, but in most 
cases phosphatase is slightly elevated. His- 
tologic sections reveal the presence of 
edema of the subcutis, fat shrinkage, 
minute hemorrhages, and perivascular in- 
filtration, nerves surrounded by a fine layer 
of hyperemic connective tissue, perivenous 
adhesions; atrophy of spongiosa and corti- 
cal bone are late effects. 

Therapy depends upon the severity of 
the syndrome. The most conservative 
treatment is repeated procaine injections 
into the injured area. In severe cases, para- 
vertebral sympathetic block, periarterial 
sympathectomy, and sympathetic ganglion- 
ectomy are used. Pain may subside rap- 
idly after sympathectomy, but osteoporosis 
may persist for many months. Complete 
recalcification has not been observed.'® 
Horn" in discussion of treatment of Su- 
deck’s atrophy in the feet, suggests rest, 
strappings, and inlays. He regards build- 
ups and inlays “of great value in keeping 
involved areas from bearing weight.” 
Since pressure aggravates this condition, 
paddings and appliances should not be 
allowed to press upon sensitive areas of 
the foot. Nonsensitive areas should be se- 
lected by palpation, then these areas 
padded to reduce the shock to the more 
sensitive areas. 


The Abnormal Reflexes 

Involvement of the polyarticular regions 
occurs most frequently in the ankle and 
wrist because “stimulation of the numerous 
articular and periarticular nerves bring 
about vasomotor changes that are ulti- 
mately responsible for the production of 
osteoporosis.”* This suggests a nervous 


basis for tissue changes. Trauma may be 
followed by blockage in the local circula- 
tion due to vasodilatation or vasoconstric- 
tion.!° A reflex from stimulation of sen- 
sory elements in a blood vessel may follow 
the pathway of afferent neurons to enter 
the posterior horn through the posterior 
root ganglion. Impulses then transmitted 
through the sympathetic efferent nerves 
leave the anterior root to join other nerves 
and affect the vessels.'* This contributes 
to vasospasm. However, in Sudeck’s atrophy 
vasodilatation occurs first. 

In Sudeck’s atrophy, either vasoconstric- 
tor or vasodilator effects can result from 
continuous efferent impulses.'* Physio- 
logic studies show that strong stimulation 
at the central end of an afferent nerve 
causes vasoconstriction; stronger or weak 
stimuli to a regenerating nerve affect vaso- 
dilatation. Ham'* claims that not all ar- 
teries have parasympathetic vasodilator 
fibers, but a majority of sympathetic fibers 
running to the blood vessels are vasodila- 
tors. The mechanism of vasodilatation is 
complex. The medulla has a vasoconstric- 
tor center, controlling impulses to the 
arteries; afferent impulses can extend to 
the vasoconstrictor center and inhibit it, 
causing diminished tone of the smooth 
muscles of the vessels. Blood vessels in 
general are governed by the sympathetic 
nerves. These nerves pass through the 
lumbosacral plexuses and are distributed 
to the limb. The vasoconstrictor nerves 
act on the main vessels and their branches, 
affecting the arterioles and capillaries. Cap- 
illaries may be dilated or constricted by 
disturbances of the autonomic nervous 
system. 


Surgical intervention by _ periarterial 
sympathectomy, ramisectomy, and section- 
ing of the posterior roots can cause tem- 
porary vasodilatation,’® but only a tem- 
porary effect follows periarterial sympa- 
thectomy for vasoconstriction, indicating 
that the- sympathetic fibers in the adven- 
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titia do not extend to distal branches of 
the arteries.18 


Malfunctioning Toes 

These reported findings may help to ex- 
plain everyday conditions of functional 
foot disorders. Traumatic injury is prob- 
ably the commonest cause of foot disability. 
Injury to the metatarsophalangeal area is 
readily inflicted by the pitch of a woman’s 
heel, by overturning an ankle, and by 
mechanical shock to the, soft tissues adja- 
cent to the longer segments; all these con- 
tribute to distressing symptoms of the fore- 
foot. 

Since a history of trauma, though mild, 
may ‘be overlooked, a doctor observing the 
end result may believe that from the be- 
ginning there was an “arthritic constitu- 
tion,” incidentally revealed by trauma. 
Leriche concluded that the same _physio- 
logic mechanism occurs in both traumatic 
arthritis and osteoarthritis. These simi- 
larly related arthritides are prevalent mani- 
festations in the human foot. Subliminal 
traumata may initiate the degenerative 
processes. Previous to organic changes, 
functional changes occur through altered 
physiologic mechanisms. 

The nerves supplying the overlying skin 
and muscles act upon the joint, specifically 
the joint capsule. The nerve bundles of 
the joint capsule are both sensory and 
vasomotor. Whereas pain sensation is in 
the synovial membrane and capsule, there 
is controversy regarding the source.*° Al. 
though there is a localized point of pain 
in the arthritic joint, often it radiates in 
various directions. That the origin of 
many reflex pathways are in the joints, 
should be remembered in determining the 
nature of debilitating functional and or- 
ganic foot disorders. 

The four lesser toes may have in com- 
mon various sensory and motor changes: 
abnormal sensations expressed in pain, 
burning or numbness; vasomotor changes 
manifested in coldness, heat, redness, and 
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swelling. Involuntary muscular spasms 
may cause the toes to hyperextend at the 
metatarsophalangeal joints and flex at the 
interphalangeal joints. Gait and foot pos- 
ture may be abnormal. After a woman has 


been on her feet for some time she often 


complains that one or more toes feel dor- 
sally displaced and rigid, as though they 
are going to break off. This phenomenon 
occurs at rest or at night. 

The same physiologic mechanism which 
contributes to traumatic arthritis and 
Sudeck’s atrophy may occur in the toes to 
a lesser degree (without bony changes). 
The malfunctioning can be detrimental 
to ambulation and postural balance. It 
may be prodromal to atrophic or hyper- 
trophic changes in the bones. 

Palpation of the plantar metatarsopha- 
langeal areas may reveal irritable sensory 
nerves contributing to functional (sensory, 
musculomotor, and circulatory) changes. 
The podiatrist would do well to incorpo- 
rate palpation for this in his diagnostic 
procedure to determine if there are any 
local irritable points which might trigger 
neurovascular and neuromuscular symp- 
toms. 


Summary 

1. It has been shown that traumatic 
injury causes nerve irritability and abnor- 
mal circulation by way of reflex arcs, lead- 
ing to malfunctioning and trophic changes 
in soft tissues and bones. 

2. Reported clinical and pathologic 
studies of traumatic arthritis and Sudeck’s 
atrophy demonstrate that a nervous mech- 
anism leads to vasomotor changes and 
trophic sequelae, even causing osteoporo- 
sis. Use of local procaine injections, or 
performing periarterial symphectomies or 
ganglionic ramisections, revealed that ab- 
normal reflexes are involved. 

3. An attempt has been made to show 
that there is a nervous basis for malfunc- 
tioning and altered circulation in the toes. 
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4. Radical procedures for treatment of 
post-traumatic injuries are discussed briefly. 
It is suggested that if padding is used in 
foot therapy for these conditions, the pad- 
ding should be so placed in the nonsensi- 
tive areas, as to reduce the shock, and to 
assist in breaking the reflex cycles causing 
the pain and disability. 

6817 5th St., N.W. 
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SOME COMMENTS ON FACTORS AFFECTING SURGICAL 
JUDGMENT IN FOREFOOT PROBLEMS* 


Wirn the great amount of forefoot surgery 
being done, it is more important than ever 
to discuss indications and contraindica- 
tions, choice of procedure and other factors. 

In my experience, the would-be candi- 
date is usually a woman of about 50 years. 
In addition to the routine physical exam- 
ination, there are three special factors to 
be taken into careful consideration. 

The first is the vascular condition of the 
foot and leg. Very little surgery would be 
performed if we were to accept only the 
patient with the ideal vascular tree. There 


*Presented at meeting of American College of Foot 
Surgeons, Las Vegas, Nev., Feb. 1959. 

+Staff member, Bella Vista, Midway, Holly Park, 
Parkview, La Brea, San Vicente, American Hos- 
pitals. 
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Los Angeles, Calif. 
are many instruments which are designed 
to give a good index of the circulation of 
the extremities. The oscillometer and the 
calorimeter are excellent as such indicators. 
However, more consideration should be 
given to the objective and subjective find- 
ings. A foot that is cold and cyanotic is 
obviously a poor risk. We must first deter- 
mine how far the patient can walk before 
claudication ensues; whether or not there 
has been any “breakdown” of tissue due to 
circulatory impairment. If there is a ques- 
tion of markedly inadequate blood supply, 
consultation with a peripheral vascular 
specialist should be made. In many cases 
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he may be able to improve the patient’s 
circulation to the point where surgery may 
be again considered. 

The irritations and infections caused by 
ingrown nails, heloma molle and other con- 
ditions call for an increasing blood supply. 
When the demand cannot be met, break- 
down of tissue occurs. The patient with 
poor blood supply will probably be better 
off after corrective surgery is performed to 
irritated areas. Besides medication, our 
post-operative care includes proper shoes 
and balancing devices to relieve pressure 
areas. All of this should be designed to 
reduce demand on and perhaps improve 
the circulation. 


Fig. 1—Tophi of ear 

The other two factors which are some- 
times overlooked are stress and gout. The 
stress factor can be greatly reduced by first 
determining whether or not the patient has 
the ability to withstand surgical shock. 
Adrenal cortex failure can occur in a pa- 
tient who has a past history of corticoster- 
oid medication. A resultant atrophy may 
lead to a deficit of the necessary substances 
needed to combat surgical shock. Addi- 
tional amounts of cortisone or cortisone- 
like products must be given the patient 
before surgery, at the time of surgery, and 
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Fig. 2—Congenital Hallux Valgus 


post-operatively, in consultation with the 
patient’s physician. 

The third factor which should be given 
much thought and consideration is the 
disturbance of uric acid metabolism in the 
patient. Latent gout may be difficult to 
diagnose. Laboratory methods are not al- 
ways reliable in the evaluation of gout. 
Comroe! states that the only pathogno- 
monic sign of gout is tophi. The most com- 
mon location of tophi is in the upper border 
of the ear, (Fig. 1). In many cases, trauma, 
especially surgical trauma, will cause an 
ankylosis of the joint in a patient with 
gout. It is very disappointing to all con- 
cerned when the end-result of hallux val- 
gus surgery is a painful, stiff joint. In some 
cases, the surgical trauma may cause a gen- 
eral flare-up of gouty arthritis. In the sus- 
pected gouty patient, the administration of 
Colchicine or Benemid®", five days prior to 
surgery and for several weeks post-opera- 
tively, will insure a more successful result. 


Procedures of Choice 

Hallux valgus is a common foot deform- 
ity met by the podiatrist and many pro- 
cedures are advocated for this condition. 
Among the most frequently used are the 
Keller, McBride and Silver operations. The 
medico-legal acceptance of a surgical pro- 
cedure is that which is standard and per- 
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formed by the average specialist in the 
community. Most textbooks on orthopedic 
surgery give the Keller, McBride, and Silver 
procedures the most prominence. However, 
there are others that accomplish the same 
result when done by the experienced sur- 
geon. 


Fig. 3—Hammertoe 


There are, of course, exceptions. One of 
these exceptions applies to the congenital 
hallux valgus (Fig. 2). In this condition, 
the articular surface of the head of the 
first metatarsal is directed in a valgus di- 
rection, and a bunionectomy for this con- 
dition is not indicated. The proper pro- 
cedure would be a wedge resection osteot- 
omy, bringing the articulating surface into 
proper alignment. 

The Keller operation is indicated where 
there is a long first toe and where hallux 
rigidus is present. This is not a difficult 
operation. However, there are two points 
of caution: 

1. Extreme care should be taken not 
to injure or sever the extensor or 
flexor tendon. 

2. A common error is the failure in 
not removing enough bone from the 
proximal phalanx. At least one-half 
must be taken out. 
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It must be remembered that in doing 
this operation the short muscles which at- 
tach to the base of the proximal phalanx 
are no longer functional and, therefore, a 
slightly unstable foot results. 

Hallux valgus with a mild-to-moderate 
degree of metatarsus primus 
varus is best corrected by the 
McBride method. The ex- 
cision of the fibular hallux 
sesamoid must not be omitted. 

The attempt to compress 
the forefoot transversely to 
approximate the first and 
second metatarsals is accom- 
plished by means of a heavy 
chromic catgut suture placed 
circumferentially around the 
necks of the first and second 
metatarsals. Many times 
however, in the attempt, the 
base of the first metatarsal is 
pulled out, thus causing a 
subluxation of this joint with 
a resultant traumatic arthritis. I do not 
recommend the tying of the metatarsals 
together. 

For the simple hallux valgus with bunion 
formation, the Silver procedure fits the 
situation very well. The deformity in this 
condition is on the borders of the first 
metatarsal and usually is accompanied by 
a thickened bursa. A “U” flap is made in 
the capsule over the metatarsal head only. 
The offending portion of bone is trimmed 
off by an osteotome and the capsule and 
subcutaneous structures closed by 00 
chromic with the knots buried. Skin 
closed by 000 Dermal sutures. 


Metatarsus Primus Varus 
The deformity of metatarsus primus 


varus is so great that it is practically im- 
possible for the sufferer to be fitted in a 
shoe. About the only type of foot gear 
that can be worn is the so-called “molded” 
shoe. The correction of this condition is 
by surgery. Lapidus? advises a wedge 
osteotomy of the base of the first metatarsal 
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and cuneiform, also an arthrodesis at the 
base of the first metatarsal to the second 
metatarsal. Billig? recommends a wedge 
osteotomy, utilizing the principles of tele- 
scoping and impaction. An important con- 
sideration of these operations is to keep a 
true plantar angulation of the first meta- 
tarsal. 


Consideration of the 
Four Lesser Toes 

Hammer toes, excluding 
the arthritides, congenital 
problems, and neurological 
conditions, are usually caused 
by one or more toes project- 
ing more distally than is 
normal. Continuous wearing 
of shoes designed and manu- 
factured for average feet 
causes a buckling of the af- 
fected toes and hence perma- 
nent changes take place in the 
joints. A particularly painful 
toe deformity is one in which 
the distal phalanx is sharply 
plantar-flexed. The lesion of the end of 
the toe is caused by constant irritation, the 
toe striking the sole of the shoe with each 
step. The only effective measure is surgery. 
The result is a shorter straight toe, as it 
should have been in the first place (Fig. 
3). Opposing elliptical transverse incisions 
are made dorsally over the middle and 
distal joints; a quarter-inch section of skin 
and an eighth-inch section of bone (to- 
gether with the cartilage) is removed from 
both sides of the underlying joint. The 
distal phalanx is then dorsally positioned 
to bring the edges of the wound into ap- 
proximation. It may be necessary to widen 
the incision to get a more perfect align- 
ment. This method is very useful in cor- 
recting varus, valgus, and dorsal or plantar 
deformities of the phalanges. The amount 
of correction will be in proportion to the 
amount of tissue removed, and this may 
be done from a plantar, dorsal, medial or 
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lateral approach (Fig. 4). 

The average chronic heloma durum of 
the fifth toe is best treated surgically, 
through a longitudinal incision*t. Fowler® 
recommends a partial proximal phalangec- 
tomy and, if necessary, a portion of the 
lateral border of the middle and distal 
phalanx is removed (Fig. 5). 


Fig. 4—Varus Hammertoe 


Austin'™! recommends a middle phalan- 
gectomy where the deformity is caused by 
a shortening of the flexor digitorum brevis 
muscle. 

McCain"? suggests a transplant of the 


flexor brevis tendons for correction of a 


dorsally extended proximal phalanx. 

The scars left by incisions of the dorsal 
surface of the four lesser toes disappear 
very rapidly. In a few months there is very 
little evidence that the skin had been in- 
cised. 


Neuromas and Keratoma-Like Problems 

An extremely painful condition of the 
forefoot is many times caused by a tumor 
of the most lateral branch of the medial 
plantar nerve. The site is usually between 
or slightly anterior to the heads of the third 
and fourth metatarsals. This condition is 
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often refractory to conservative treatment 
and, as soon as a diagnosis is made, surgery 
is recommended®, 

Sullivan? has made an observation that 
in suspected cases of neuroma, there will 
be an abnormal separation of the toes, 
distal to the affected area. (I would like 
to have information from others who have 
observed this phenomenon.) 


Fig. 5—-Heloma Durum 


To differentiate between peripheral nerve 
pain and neuroma, one should test for 
fascial tightness*: *. If the test should cause 
an exacerbation of the complaint, surgery 
is not indicated. Many needless surgeries 
would be avoided if the above tests were 
done. Lesions of the plantar surface such 
as intractable verrucae and keratoma are 
best treated by surgery directed to the 
metatarsal head’. It has been my experi- 
ence that in sixty per cent of the cases, 
beneficial results are obtained by resection 
of the plantar condyles of the heads of the 
metatarsals. The most effective method is 


head resection of the four lesser metatarsals 


for plantar lesions, even at the expense of 
shortened toes. 


Sutures 
Perfect approximation is most important 
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for good wound healing. Suture material 
should be chosen for its indicated use. 
Absorbable sutures are used for deep clo- 
sures (with few exceptions). In suturing 
deep wounds it is necessary to close by 
layers and to “bury” the tied ends. This is 
accomplished by directing the suture from 
deep to superficial, crossing over and going 
in on the same plane, superficial to deep, 
: and tying the ends. In this 
manner the knots are buried. 
I believe that considerably 
more time should be allocated 
to wound closure. This would 
insure healing by primary in- 
tention and a much more 
successful end-result. 


t 


Pest-Operative Re-Dressing 

In an effort to give the pa- 
tient maximum care, many 
physicians and podiatrists will 
re-dress the incision 24 to 18 
hours post-operatively. Not 
only is this practice unneces- 
sary but it may even lead to 
contamination of abso- 
lutely clean and sterile 


area. Whenever possible, we should try 


not to disturb the Telfa®? dressing until 
sutures are removed in about 7 to 12 days. 
Care must be taken so that the ends of the 
toes may be visible and available for palpa- 
tion to ascertain possible circulatory im- 
pairment. 


Pest-Operative Swelling 
Post-operative swelling concerns the foot 
surgeon very much. The swelling produces 


' pain and prolongs disability. Arterial and 


venous bleeding are effectively controlled 
by mechanical means. Much of foot sur- 
gery involves cutting of bone—therefore our 
concern is with capillary oozing. 

In these cases the problem of oozing is 
certainly an important one to the surgeon. 
However, from the viewpoint of the pa- 
tient, the subjective manifestations of the 
problem frequently assume a role far out 
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of proportion to the actual clinical signif- 
icance. The degree of pain and the length 
of disability all too often serve as the pa- 
tient’s major criteria of the operation’s 
“success.” 

The problem of post-operative swelling, 
lesion oozing, and bone oozing, is best 
handled by proper pre-surgical preparation 
of the patient. If this is done, operative 
and post-operative oozing problems are 
mild or nonexistent. Proper pre-surgical 
preparation includes insurance of normal 
capillary integrity and the correction of 
capillary fragility—a common abnormality, 
especially in the older patients. 

In a controlled series over a period of 
314 years I have been using, in order to 
reduce post-operative swelling and to re- 
duce incidence of capillary oozing, a com- 
bination of two vitamin P factors, e.g. hes- 
peridin methyl chalcone and esculin with 
ascorbic acid plus vitamin K in injectable 
form. This specific combination' shows 
significant ability to refurbish intercellular 
cement at the capillary level. Simulta- 
neously, it would appear that vitamin K 
synergistically enhanced by the C complex 
(ascorbic acid plus P factors) tends to 
normalize prothrombin levels and acts as 
a biological hemostat. Given in adequate 
doses the preparation measurably reduces 
the incidence of edema, hematuria, and 
ecchymosis, meanwhile enhancing wound 
healing and tissue repair. 

The product which until recently has 
been available in 10 cc. lyophilized vials 
and needed reconstitution with saline or 
sterile water is now being made available 
in a more practicable form, ie., a 5 cc. 
injectable ampule which contains the 
same quantity of ingredients as the 10 cc. 
lyophilized vial did. 

I have found the most satisfactory routine 
regimen to be: Oral therapy, i.e., 2 tablets 
twice a day several days before the surgery, 
1 ampule intravenously or deep gluteally 


if intramuscular injection appears more ap- 
propriate, 12 to 24 hours pre-operatively. 
This dose is followed by another ampule 
just prior to or during surgery. Occasion- 
ally persistent oozing in the post-operative 
stage occurs, which is usually controlled by 
one or more injections, without complica- 
tions. 


Summary 

Some comments have been made on pre- 
operative precautions regarding vascular 
status, stress and gout. Procedures of 
choice for various forefoot surgeries have 
been discussed. Some comments have been 
made also in sutures, redressing and post- 
operative swelling. It is the hope that 
these comments will enhance the operator's 
surgical judgment. 


3780 Wilshire Boulevard 
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ULTRASONIC THERAPY AS APPLIED TO THE FOOT* 


Because Ultrasound is a new and dilfer- 
ent therapeutic energy, variations in opin- 
ion relative to its biologic effects are to be 
expected. However, there is no justifica- 
tion for an “alarm reaction” or the brand 
“danger” to be tacked on this modality. If 
a practitioner has an understanding of 
“sound” and uses the energy within its 
scope, limitations, indications, and con- 
traindications, he thereby removes the 
“danger” label on this therapy. 

Psychophysically, sound is a sensation 
due to stimulation of the auditory nerves 
and auditory centers of the brain, usually 
by vibrations transmitted in a material 
medium, commonly air, affecting the organ 
of hearing. 

Physically, it is a vibrational energy 
which occasions such a sensation. Sound 
is propagated by progressive longitudinal 
vibratory disturbances (sound waves) . The 
sound waves will pass through or be con- 
ducted by elastic materials such as air, 
water, metals, earth, rock, etc. The moving 
waves are purely physical or mechanical 
in nature, in that each complete wave in- 
cludes an area of compression and a cor- 
responding area of rarefaction. 

When a pebble is dropped in a pond of 
water, rippling tiny waves begin to travel 
outward. The body of water as a whole 
does not move, yet the waves continue to 
travel. A closer examination of these phe- 
nomena will reveal that the crest of each 
wave is higher than normal standing water 
level, while the valley between the waves 
is correspondingly lower than the normal 
water level. These crests and valleys rep- 
resent the areas of compression and rare- 
faction which occur as sound waves travel 
through any material. 


*Temple University, School of Chiropody 
+Presented at Region Three meeting, Atlantic City, 
N. J., May 1959. 
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LOUIS P. ZULLI, D.S.C.+ 
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Thus, it may ‘be understood that sound 
waves, in passing through any material, 
create a series of alternate areas of pres- 
sure and rarefaction, in which particle 
motion is extremely slight (minimal), yet 
the speed of acceleration is high. 

Variations of vibrations in sound waves 
depend upon the following: 

1. The frequency—referring to the num- 
ber of times the waves occur each second. 


2. Amplitude—a measure of the force or 
power existing in the wave and is repre- 
sented by the degree of compression and 
rarefaction. Amplitude, therefore, is a 
direct result of the force applied causing 
the wave. 

Frequency of a sound, therefore, is 
determined solely by the vibrating rate of 
the force which produces the wave. 

The next prefix “ultra,” means beyond 
due limit (of audibility in this case, ex- 
treme). Ultrasound is defined as the sound 
or vibratory waves produced beyond the 
range of audibility or hearing perception; 
just as ultra-violet is a light energy pro- 
duced which is beyond or outside of the 
visible spectrum at its violet end; also the 
same as infra-red or ultra-red being those 
rays lying beyond the red end of the visible 
spectrum. 

Ultrasonic therapy is the application of 
sound waves that are beyond the normal 
limit of audibility (exceedingly high fre- 
quency) to human tissues for the purpose 
of ameliorating pain; destruction (it is at 
times used as a surgical instrument) and as 
a diagnostic instrument. 

We as foot specialists are particularly 
concerned with the following: Contraindi- 
cations as to use: (1) Closed infected areas 
with abscess being present, (2) Children 
or any case with incomplete ossification of 
epiphyseal junctions, (3) Pregnancies, (4) 
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Malignancy or areas of suspected malig- 
nancy, (5) The orbit of the eye, (6) Over 
the heart. 


Principles and Effects of Ultrasound 

Vibrations above 20,000 oscillations per 
second are not audible to the human ear 
and are called ultrasonic. For therapeutic 
use, frequencies of between 800 and 1,000 
KHz (kilo Hertz—in Europe a cycle is 
called a Hertz and 1,000 KHz is a frequency 
of one million oscillations per second) are 
most suitable. 

An ultrasound unit consists of two 
principal parts: a high frequency generator 
and a transmitter. Ultrasound pro- 
duced by utilizing the piezo-electric prin- 
ciple of Curie described in 1880. A quartz 
plate which is sufficiently elastic to oscillate 
is excited in a high frequency electric field. 
Since the transmission of sound depends 
upon the density of the medium trans- 
versed, and imasmuch as quartz is 1,000 
times denser than air, there is virtually no 
transfer of ultrasound from the quartz 
disc through the air. Ultrasound waves re- 
quire a conducting medium. They differ 
from sound waves in that they can be con- 
centrated into a beam and directed toward 
a particular object, like a light ray. In an 
ultrasonic unit, the energy generated trav- 
els through a flexible cable to the treating 
or sound head called transducer and is a 
flat metal surface. No other part of the 
unit emits sonic energy. 

Among the biological effects of ultra- 
sound are heat generation and the impor- 
tant phenomenon of cavitation—a process 
in which elastic molecular connections are 
ruptured and gases liberated. Changes of 
the chemical state may take place as floc- 
culation in colloidal substances, oxidation, 
polymerization and _ coalescence. High 
ultrasonic intensities may cause cellular 
destruction. Limited ultrasonic intensities 
produce beneficial stimulation of the 
metabolism of tissues. 
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In this range the chief biological mani- 
festations are: 

a. Micromassage, produced by the mere 

passage of high frequency waves. 

b. Deep heat generation, produced by 
the “reflection-back” or “echo” of the 
high frequency waves traveling 
through the various densities of fatty 
tissue, muscle fibre, connective tissue 
skin, bone, etc., in the body. Each 
part having its own “speed conduc- 
tion” of sound. The heat energy is 
deposited locally in the path of the 
sound ‘beam (sonation) and the dis- 
tribution if fairly even in all tissues 
that the beam penetrates. This heat 
production results in a dilatation of 
the blood vessels and increased blood 
supply to the area being treated. 

c. Nerve sedation, produced as a_ by- 
product of the heat generated. 

The basic rationale in using ultrasonic 
sonation is the re-establishment of normal 
vascularity and the sedation of nerves by 
the production of deep heat by the micro- 
mechanical-thermal reaction of human 
tissues to ultrasonic energies. 

Positions and Procedures for 
Use of Ultrasonic Therapy 

(1) Remove all hair. (2) Remove all air. 
(3) Ultrasonic conductions demand perfect 
coupling. 

Static or fixed positions—use very low 
intensities (.1 to .5 w/cm2). 

Mobile circular action—on overlying 
skin with mineral oil; with part immersed 
under water, head 14” to 2” away. 

Stroking action—either bring to or drain- 
ing from a part. Unit to be turned down at 
each opposing stroke. 

Note: Where the contour will lend itself, 
the direct method of application is pref- 
erable. Otherwise, use under water method 
with a deep enough pan of water. Allow 
for displacement of part being treated, 
hand, transducer head and motion. Keep 
one eye on the meter and the part treated, 
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and one on the patient and his response to 
treatment. 


General Considerations 

(1) It is inadvisable to delegate the 
application of ultrasound to other than 
trained hands. 

(2) It is better to undertreat than over- 
treat. There is no minimal wattage—maxi- 
mum is patient tolerance. Using low in- 
tensities for a longer period is generally 
better than using high intensities for a 
short period. This requires good judgment 
of patient tolerance. 

(3) It is good procedure to give each 
patient a complete x-ray examination and 
neurological examination of both feet. 
Otherwise they are not candidates for the 
application of ultrasound. It should be 
assumed that contraindicated pathology is 
present unless proven otherwise. Use the 
same strict concepts that apply to a surgical 
case. 

(4) Only assure the patient that the 
modality is being applied in an effort to 
help him. Stress the importance of accumu- 
lative effect. Adhere to a planned treat- 
ment schedule even if patient has no pain 
after the first application. 

(5) An acute condition may require 2-3 
treatments weekly for one or two weeks. A 
chronic condition may require 1-2 treat- 
ments weekly for 6-8 weeks. 

(6) Anticipate an occasional “flare-up” 
of pain after the first treatment. If it hap- 
pens again, re-examine your patient, re- 
evaluate your case. 


A New Use for Ultrasound 

Physicists in this country by 1953 had 
mathematically formulated a property of 
ultrasound which has been termed “flow 
effect." Aldes, a pioneer in ultrasonic 
therapy, Cedars of Lebanon Hospital, Los 
Angeles, California, has conducted experi- 
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ments to show the presence of flow effect. 
From his findings, he accounted for ultra- 
sound’s decongestive abilities and from 
this, deduced that ultrasonic’s flow effect 
had excellent drug dispersing properties 
if applied immediately after a drug injec- 
tion. His paper, “Has Ultrasound Proved 
Successful in Clinical Medicine?”, reports 
using hydrocortisone as the drug dispersed 
by ultrasound with excellent results. To 
his, I add my experience in using this tech- 
nique. For me this has proven remarkably 
more successful and speedier in patient re- 
covery in joint inflammation and pain, as 
compared to the use of ultrasound alone or 
hydrocortisone alone. 

Others have expanded the basic dis- 
persal concept and are using ultrasound 
for many types of injections. For instance, 
if ultrasound is used to disperse an anes- 
thetic material, the resulting anesthesia is 
more complete, faster in action, and has a 
prolonged effect. Another very important 
factor is that ultrasound treatment elimi- 
nates soreness and hematoma, sometimes 
caused by the needle puncture. This adds 
a medical aspect to ultrasound. When using 
ultrasound for its “flow effect” with in- 
jectables, it should be applied only two 
minutes at a low voltage (.5-1.0 w/cm2) 
so as not to cause dilution of the drug by 
dissemination through too rapid absorp- 
tion of the injected drug. 

Some possibilities for investigation are: 


(1) Fungicides, better penetration into 
tissues—nail or epidermis—with the 
“flow effect” of ultrasonics. 

(2) Muscle spasms, anesthesia of in- 
nervation point followed by ultra- 
sonic therapy. 

(3) Capillary vasodilators applied top- 
ically and “flowed” into tissues with 
ultrasonics. 


1436 South Broad St. 
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A place for the more informal presentation of reminders, sug- 
gestions, notes, observations and technics of value in office prac- 
tice. Your contributions of short manuscripts or illustrative case 
histories will determine this section’s usefulness. 


THE TREATMENT OF REFRACTORY 
FUNGUS INFECTIONS WITH 
FUNGACETIN (TRIACETIN) 


MARTIN E. KARNS, D.S.C.* 
Miami Beach, Fla. 

ROBERT PARKER, D.S.C.* 
Ft. Belvoir, Virginia 


ReEFRAcToryY dermatophytoses offer a severe 
test of the efficacy of any new fungicide, 
which must remain effective and safe over 
long-term use. After prolonged, continuous 
prophylactic application of many prepara- 
tions, patients often develop tolerance with 
spread of the infection or untoward reac- 
tions in other areas of the body. 


This report describes the prolonged use 
of an ointment form of Fungacetin®! in 
podiatric patients with tinea pedis infec- 
tions. 


Method 

Twenty-five patients, 19 men and 6 
women ranging in age from 18 to 88 years, 
were selected for this evaluation of Funga- 
cetin ointment. Two patients had E. floc- 
cosum infections and the remainder, T. 
rubrum infections. Except for ten patients 
with acute or subacute infections (lasting 
for one month or less), all these cases of 
tinea pedis had persisted for up to 13 years 
and had proved resistant or only minimally 
responsive to previous therapy with 
undecylenic acids. 

Fungacetin ointment was applied twice 
daily for two to six weeks (average: three 
and one-half weeks). In four patients with 
especially severe acute infections, potas- 


* From the Podiatry Clinic, DeWitt Army Hos- 
pital. Karns is now in private practice in Miami 
Beach, Florida. 

®' The G. F. Harvey Company, Inc., New York. 
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sium permanganate soaks were used con- 
comitantly; no other concomitant therapy 
was used. 


Results 

Results of therapy were judged accord- 
ing to the following criteria: the response 
was called excellent when there was com- 
plete disappearance within one week of 
such signs of infection as scaling, vesicula- 
tion, maceration, and eczema and of symp- 
toms of itching, pain, and burning, with 
no recurrence when therapy was discon- 
tinued. Results were called good when 
signs and symptoms disappeared com- 
pletely but the response was delayed. Re- 
sults were called fair when improvement 
was temporary and poor when there was 
little or no change in intensity of signs and 
symptoms. 

According to these criteria, Fungacetin 
ointment produced excellent results in six 
of the chronic patients, good results in five, 
fair results in two, and poor results in two. 
Of three patients with subacute infections, 
two obtained excellent results and one, 
fair results. Four patients with acute in- 
fections obtained excellent results; two, 
good results; and one, fair results. Of all 
the 25 patients, 48 per cent obtained ex- 
cellent results; 28 per cent, good results; 
16 per cent, fair results; and 8 per cent, 
poor results. Significant benefit (excellent 
or good results) was seen in 76 per cent 
of the patients treated with Fungacetin 
ointment. Five of the patients who ob- 
tained excellent or good results had 
proved resistant to therapy with other 
fungicides. 

Almost all the patients who benefited 
from therapy reported relief from symp- 
toms of itching, pain, and burning shortly 
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after the beginning of therapy, and 
marked clinical improvement was gen- 
erally apparent by the end of the first week 
of therapy. Even the patients with chronic 
infections who obtained good results 
(partial but lasting improvement) com- 
mented that their infections were better 
controlled than under any previous 
therapy. Moreover, there have been no 
recurrences of infection in patients who 
were treated successfully, even in those 
whose infections had persisted for pro- 
longed periods. 


Summary 

Fungacetin ointment was used to treat 
25 patients with acute, subacute, or 
chronic tinea pedis, Used twice daily for 
two to six weeks, the preparation pro- 
duced rapid or delayed healing in 76 per 
cent of the patients, several of whom had 
been resistant to treatment with other 
fungicides. Although this survey is lim- 
ited, the results indicate that Fungacetin 
is a potent fungicidal agent that is appro- 
priate for prolonged treatment of acute, 
subacute, and chronic dermatophytoses. 
311 Lincoln Rd. 
DeWitt Army Hospital 


ATYPICAL GOUT—A Case Report 


HERMAN G. MILLER, D.S.C.* 
Chicago, Ill. 


Miss L. P., 22, presented herself for con- 
sultation with the following history: In- 
termittent pain on the dorsomedial aspect 
of the shaft of the first metatarsal, left 
foot, of about one year’s duration. Some 
pain, though minimal, was present con- 
stantly, but during the acute state it 
remained for 3 or 4 days and was severe. 
The pain began with walking, but some- 
times not until mid-afternoon. 

The patient was obese and anxious, 
though cooperative. Further history 
brought out that the first pain began after 


= Chicago College of Chiropody 
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a party, but there was no history of 
trauma, nor could the patient recall any 
incident that may have precipitated the 
attack. There was no apparent nocturnal 
discomfort as sleep was undisturbed. Ap- 
petite was very good with no recent 
changes in daily habits. Her diet was high 
in carbohydrates, and especially “eats, 
drinks lots of chocolates, Pepsi-Cola and 
coffee.” 

Examination revealed that the shoes 
were moccasin type, very tight over the 
vamp, having been stretched by the foot. 
Palpation localized the pain to the dorso- 
medial aspect of the head of the first 
metatarsal. Slight pressure brought 
marked response from the patient. Vascu- 
lar, neurologic and orthopedic examina- 
tions were negative. There was no visible 
edema or erythema, and there was no 
history of edema, erythema or ecchymosis. 
In view of the pressure of the vamp of the 
shoe directly over this area, a working 
diagnosis of periarticular fibrositis was 
made, with reservations of possible arthri- 
tis, capsulitis, bursitis, periostitis or gout. 

The patient was given therapy with 
ultrasound, instructions for the purchase 
of a basic shoe that would offer no pres- 
sure on the involved area and a prescrip- 
tion for Pabalate®! tablets. 

On the return visit the patient advised 
she felt better, and was wearing shoes as 
recommended. Ultrasound therapy was 
again given. Improvement continued into 
the third visit with the above therapy. On 
the fourth visit the patient advised the 
pain had returned, beginning while at 
rest without shoes in the evening and was 
acute. Patient complained now of some 
paresthesia in the left leg, extending to 
the knee. Radiographs were taken and the 
patient referred for blood uric acid. The 
x-rays showed small punched out areas 
on the medial side of the head of the first 
metatarsal. No other pathology was 
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noted, and the x-ray of the right foot was 
negative. 

That evening the patient telephoned 
the office and advised that the foot was 
extremely painful and begged for “some- 
thing” to ease the pain. The “pills” no 
longer helped. Colchicine®? 0.5 mg. every 
hour continuously until relief or gastric 
disturbance occurred was prescribed. Pare- 
goric was also recommended to have on 
hand. The patient returned to the office 
three days later. 

The blood uric acid was 4.65 mgs., but 
the patient advised complete cessation of 
pain following the use of the Colchicine. 
A low purine diet was recommended and 
instructions for further care were given. 
On the patient’s return one week later, 
she advised me she had had no pain since 
the previous visit. 

On the basis of history, x-ray and re- 
sponse to Colchicine, the diagnosis of gout 
was entered. The patient, to date, has 
not advised of further distress. 


1422 W. Monroe St. 


®2 Abbott 


CONSERVATIVE TREATMENT OF 
VERRUCA PLANTARIS FOR CHILDREN 


WALTER W. OLIVER, D.S.C. 
Chicago, Ill. 


Never has a single foot ailment produced 
more methods of treatment than the com- 
mon juvenile and occasionally adult single 
or multiple verrucca plantaris. We con- 
tinually read of experiences using one 
method or another in publications or ad- 
vertising literature and the podiatrist has 
to choose from among them with care in 
individual adaptation to each case. 

The majority of patients who present 
themselves with this condition range in 
age from 6-14 years and are by nature fear- 
ful and apprehensive about treatment. 
Usually the parents have already used 
“corn medicine” or other medication from 


the neighborhood drug store to no avail 
and this apparent stubbornness of the 
lesions to yield to home treatment creates 
a psychological state which calls for ex- 
treme patience on the part of the podia- 
trist. Since the method here described 
seldom requires more than 4-8 office visits 
3-4 days apart, as is usual with other types 
of treatment, is almost completely painless, 
requires no dressings and is ambulatory, 
it is the best choice, in my opinion, for 
these children who can and do keep their 
appointments without requiring parent at- 
tendance. This office has used this system 
with complete success in a large number 
of cases for the past 10 years. 

The treatment consists of ordinary cal- 
lus debridement without hemorrhage and 
the application of bichloracetic acid®" fol- 
lowed by cryotherapy.®? 

The treatment for the first 2 visits con- 
sists of callous debridement without hem- 
orrhage and 2 or 3 applications of bichlor- 
acetic acid. If this is done carefully, there 
is no discomfort and the confidence of the 
patient is won. The use of water is inter- 
dicted the same day. The neoplasms now 
stand out in bold relief. 

On the third visit, cryotherapy is applied 
with pressure to all the larger growths. 
Treat the growths which fit one of the ap- 
plicator sizes first and then treat the ones 
that are smaller than the applicator size 
by shielding them with a small piece of 
moleskin having a small hole cut in it 
the exact size of the lesion. It is not neces- 
sary to treat the petechial lesions in the 
disseminated types of cases with cryother- 
apy. Acid application alone will suffice 
for these. 

The patient is told honestly what to ex- 
pect from cryotherapy, that at first the 
“ice” will feel cold, then warm, then hot. 
He is asked to tolerate the heat as long as 
he can plus the count of ten which he 


®1 Kahienberg laboratories 
®* Kidde dry ice apparatus 


a 
4|3 


does himself. Usually the child is proud 
of his bravery and should be rewarded 
with some trinket or inexpensive gift. 
(Boys like the used CO, cartridge to use 
as “bombs.”") 30-70 seconds of contact is 
sufficient to thrombose some of the deeper 
vascular structures and enhances the pene- 
tration of the acid, It is well to inform 
the child that if burning should occur 
after one of the treatments, it is not dan- 
gerous, but rather a good sign, and to re- 
move his shoe and cool his foot. When it 
occurs, it does not last over a half hour. 
Formation of a mild abscess or granular 
disintegration which should be cleaned out 
and sterilized signifies completion of treat- 
ment. No scars result from this treatment. 
Recurrence of incompletely destroyed 
growths is rare and can be detected 2 weeks 
after completion of treatment. 

The satisfaction of children with this 
method of treatment has been demon- 
strated many times through parents and 
relatives. 


5538 W. Chicago Ave. 


INCLUSION CYST OF THE RIGHT HEEL 


A Case Report 
ALLAN H. TOUB, D.S.C.* 
Madison, N. J. 


An inclusion cyst is the name given to 
a cyst in the connective tissues which gen- 
erally infolds a portion of epithelium. 
Actually it can be considered an adventi- 
tious cyst, one which surrounds a foreign 
body or secretory material. It is possible 
that this type of cyst originated from a 
sweat gland. Review of the literature 
indicates that a lesion of this kind occurs 
in the foot very infrequently, classifying 
it as a rare growth of this region. 

On February 6, 1959 a 33-year-old white 
* Formerly Chiropodist, Dispensary #1, Brooke, 
Army Hospital, Ft. Sam Houston, Texas, and 


formerly Instructor of Clinical Pathology, Chicago 
College of Chiropody and Pedic Surgery. 
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female presented herself for examination 
of her right heel with a large inflamed 
swelling over the attachment of the tendo 
Achillis. The patient had difficulty wear- 
ing shoes and the constant irritation 
caused her to seek relief. Palpation 
showed the skin to be freely movable over 
the lesion, but the lesion itself appeared 
to be firmly attached to the deeper 
tissues. The lesion had been present for 
approximately one year. X-ray examina- 
tion revealed an opaque area in the region 
of the right calcaneous which was cir- 
cumscribed and sharply demarcated from 
the rest of the area. The lesion was 
located between the skin and _ tendo 
Achillis. No bony overgrowth was seen 
and no calcification was noted. The tenta- 
tive diagnosis was a posterior achillobursi- 
tis and surgical excision was advised. 

On March II, 1959 the patient pre- 
sented herself for surgery. The pre-opera- 
tive laboratory tests were not significant. 


The patient was given a capsule of 
Seconal Sodium®! gr. iss one half hour 
before the operation. The patient was 
placed on her abdomen so that the opera- 
tive area would be easily accessible and 
the skin cleansed with benzene and then 
pHisohex®? and Tincture of Merthio- 
late®%, Since the circulation was normal, 
a Martin bandage was used to provide a 
bloodless field of operation. Anesthesia 
was 6 cc. of 2% Xylocaine Hydrochlor- 
ide®*. Care was taken not to puncture 
the lesion with the needle. 

When anesthesia was complete, a 2” 
incision was made lateral to the growth 
and tendo Achillis starting superiorly and 
curving downward, ending just slightly 
below the lesion. The skin was then re- 
tracted with Allis clamps and blunt dis- 
section used to separate the underlying 
connective tissue from _ the _ growth. 
Though the tissue was easily separated, 


®' Eli Lilly & Company. @®* Eli Lilly & Company 
Winthrop. ®* Astra. 
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the growth was found to be firmly adher- 
ent to the sheath of the tendo Achillis. 
Very careful sharp dissection was made in 
order to excise the lesion but not to incise 
the tendon. During this procedure the 
lesion ruptured, spilling a very white fluid 
into the area which was aspirated. The 
lesion was then removed without cutting 
the tendo Achillis and the incision checked 
for any remnants which were not found. 
The wound was closed with 7 000 nylon 
sutures (interrupted), and a pressure dres- 
sing of Telfa®® and sterile gauze was ap- 
plied. The patient was then given a pre- 
scription for Demerol 100 mgm. with 
directions to take one every hour for 4-6 
hours and complete bed rest. 

Two days later the wound was dressed. 
There was no infection present and no 
discoloration was evident. There had been 


@ Curity. 
Winthrop-Stearns. 


post-operative pain. Sutures were removed 
at 13 post-operative days. A butterfly dres- 
sing was applied to prevent any possibility 
of slight gapping of the incision. Since 
there was some strain in the region of the 
plantar fascia due to the abnormal walk- 
ing on the forepart of the foot for several 
days, the foot was strapped with a Camp- 
bell’s rest strap which afforded relief. At 
21 days the area was completely healed. 


The pathologist’s report was: 


“Microscopic section reveals a fibrous 
wall with cystic lining and chronic 
round cell infiltration. The tissue is 
completely benign and should not 
recur.” 


Diagnosis: Inclusion cyst, right heel. 
26 Main Street 


Reference 
1. Department of Pathology, Riverside Hospital, 
Boonton, N. J., Personal Communication, April 
1959. 


“Sweep your hearts and clense those roomes. Doe not leave the dust behind 
the doore, for that is a sluts tricke: doe not remove sin out of the tongue, and 
out of thy eye, and out of thy hand, and leave it in thy heart.” 
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PRESIDENT'S INAUGURAL ADDRESS 
"| BELIEVE" 


Jusr twenty years ago Medicine acknowledged that we satisfied a gap in 
the public health that they had failed to fill. This statement may be adequate 
to some. However, to the leaders that you have chosen to represent you and 
to guide the destiny of your national organization, it is important to analyze 
the statement carefully. Has the gap been filled? Have we as a profession 
accepted this responsibility to its fullest? What have we done since this state- 
ment was made? What are we doing now? What must be done in the immediate 
future to secure our rightful place on the medical team, remembering our main 
goal, “The best possible foot health care to every American’’? 

In answer to the first question, “Has the gap been filled?’’—there are differ- 
ences of opinion. I believe that the gap has not been completely filled. I believe 
that we have made a good beginning, but only a beginning, and the future 
of this mission lies in the dedication of all of us, to this goal. 

In answer to the question, “Have we as a Profession accepted this respon- 
sibility?’”—Here again, each of us must search our souls for the answer: for it 
is the combined efforts of all of us that will be heard. 

I believe that it is important that we now review what we have done and are 
doing since the opening statement was made, and what we should do. 

1. Improve and broaden our educational requirements. No other accepted, 
responsible profession in history has, in the short life of its formative stages, 
raised its standards so quickly. However, we must continue to broaden our 
educational program, not necessarily in years, but in quality. The time has 
come, if we are to be called upon as the responsible members of the medical 
team, for the nation’s foot health, to make available the finest and fullest 
medical backgrounds. Unless we wish to be relegated to the category of 
“technician,” improved basic medical sciences, second to none, are mandatory, 
plus a broadened clinical program. When this is accomplished, both student 
and practitioner may, if interested, qualify themselves for any of the spe- 
cialties that are needed within the field. 
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2. Our journal, annual meetings, as a potent force for post graduate edu- 
cation. Few people within or outside the profession would debate the 
dramatic change in our JouRNAL. «Its maturity has been as rapid as any in 
the medical field. A careful study of its contents will reveal the quality of 
the material and the opportunity it offers its readers for further education. 
Each month more medical leaders, science writers, and major and allied medical 
organizations are receiving the JouRNAL, studying its contents, and referring 
to it as an authoritative manual. It has been of some stimulating value to 
affiliated societies to begin or enlarge their own periodicals. 

Our annual meetings have been expanded and improved to the extent that 
greater numbers than ever before are attending. The programs of the scientific 
sections now include some of the world’s greatest medical scientists as partici- 
pants. As a result of this, more and more industrial exhibitors are attracted 
to these meetings and are beginning to be aware of the great potential in our 
field. The time has come when we must make every effort to extend and 
expand individual and group study and research programs, in order to 
participate in state and national meetings with new and provocative exhibits 
and papers. When this is accomplished the opportunity to participate in 
programs of related fields will be readily open to us. This has been clearly 
demonstrated during the past year, when your national organization was invited 
to exhibit at the American Nurses Association’s National League for Nursing, 
American Medical Association’s Scientific Assembly in Atlantic City and the 
American Hospital Association’s annual meeting, where in addition to our 
exhibit our Executive Secretary participated as part of a panel to discuss the 
“Allied Professions in Hospital Services.” This in turn has been a part of 
this year’s program at this meeting. 

PROVIDING BETTER AND MORE COMPLETE FOOT HEALTH 
SERVICES. The development of our practice acts has been phenomenal, when 
we consider the short space of time that has passed from the enactment of the 
first laws governing our practice to the present day, when all states have laws, 
nearly two-thirds of which enable us to practice to the full extent of our training; 
when medical service plans are beginning to recognize the helpful place of the 
podiatrist-chiropodist in their programs; when we realize that it is through 
the dedicated efforts of individuals and state societies these programs are rapidly 
expanding, having its effect felt throughout the nation. 

The time has come to be ever alert to the responsibility that we have to the 
public by improving our position in these areas in order to provide the most 
adequate service, to which they are entitled. Here we must immediately activate 
our program of labor relations. We must develop closer liaison between the 
individual, division, state and national organization, to work in harmony, 
as a team for our ultimate goals. 

OUR STATUS IN THE ARMED FORCES AND VETERANS’ ADMIN- 
ISTRATION. Let us briefly review our position in these areas. How can 
any of us forget the heart-breaking efforts of many individuals and officers of 
this association that laid the groundwork for our participation in these vital 
areas. The discouragements that each of us felt when the need for our services 
which was so obvious, were denied the men under arms, with the exception of 
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the Navy. How proud and thrilled we were when it was announced, just a 
few years ago, that the Profession now held commissioned status in the Army 
and the Air Corps. And now the Veterans’ Administration are calling on us 
to fill a need that is so important in the rehabilitation of the veteran. 

A clear indication as to the value of our services is visually demonstrated 
at this meeting. The Army proudly presents its exhibit “The Podiatry Service 
in the Army Medical Corps,” at our scientific assembly. This exhibit has been 
shown at a number of important meetings in this country. For the second 
time within one year, closed circuit color television, on the Podiatry Service 
at Walter Reed Army Medical Center, has been produced. A kinescope film 
was made especially for this meeting. Young graduates in podiatry-chiropody 
can today find new careers in federal service that were unheard of a short 
time back. It is quite possible that within a few years we will be unable to 
fill the demand of public and private agencies for full-time podiatric care. 

MEDICAL AND HOSPITAL RELATIONS. We can all recall with pride 
the beginning of our formal participation in hospital programs, when Eliot P. 
Joslin, M.D., established the first chiropody clinic at the New Deaconess Hos- 
pital in Boston. The value of such clinics in hospitals and medical centers 
throughout the nation is now common knowledge to us, but unfortunately its 
full service is not recognized by the medical profession and the public in 
general. One of our most distinguished medical leaders, Charles W. Mayo, 
M.D., put it quite bluntly (quote) “The (Podiatry-Chiropody) profession— 
did not, and UNFORTUNATELY, still does not receive the attention it merits— 
that doctors of medicine, myself included, have paid too little attention to the 
feet in their relationship to the condition of the patient—I extend to you my 
congratulations (our profession) —an integrated group which has filled a great 
need in the interest of the public health—” (unquote) 

Your national organization has been fully cognizant of this, and a few years 
ago began a program of medical and hospital relations, that this year is begin- 
ning to manifest itself. As reported earlier, the major medical organizations 
of America have invited us to participate in their programs. These organiza- 
tions are responsible for the nation’s health and set policy for the nation’s 
practitioner and for the nation’s hospitals. It is now your responsibility and 
mine as individuals and affiliated state societies, to improve this liaison, by 
more scientific developments and by more active participation in local and 
state medical and hospital programs. 

As has been reported in the JouRNAL, reported at your regional meetings, 
and reported at the house of delegates, there is now available approved methods 
and policies, developed by your national committees on medical and hospital 
relations, that will help you. It is your responsibility to participate in this 
activity with your divisional and state committees. It is our obligation to 
the public welfare to acquaint medical groups and hospitals with our status, 
and the part that we can play in their programs in the public interest. 

LIAISON WITH FEDERAL AND STATE AGENCIES. It is important 
that you are reminded of the many developments in federal and state programs 
attecting the nation’s foot health. This past year we have participated in nearly 
two hundred pilot surveys in thirty states as part of the President’s Youth 
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Fitness Program. This must be continued and broadened. Your national 
organization is now a participating member of the government's Geriatric 
program. We must extend our efforts in the field of the aging and the health 
care of the aged. This is another example of a major opportunity that we have 
to be of invaluable service. Nearly every community in America has com- 
mittees on aging now being organized. They will welcome our participation. 

PUBLIC RELATIONS AND PUBLIC EDUCATION. The time has come 
for a definition of terms. Public relations and Education is NOT—I REPEAT 
—IS NOT, PRESS AGENTRY! Just having write-ups in newspapers and 
magazines will not develop the relations with the public that is needed, nor 
will this necessarily offer any educational benefits to the public. Outstanding 
authorities in this field have stated time and again, when each and every 
member of our profession will conduct himself in a manner that will reflect 
his dedication to his patients, his community and his colleagues, then one 
might say our public relations has begun. When it can be reported that indi- 
vidually or collectively that we have contributed to the advancement of 
medical science, then it can be said we are developing public education. A brief 
search in the record will reveal that many states and certainly your national 
association has made a good start in this direction this year. As has been 
reported, a number of national periodicals have carried our messages. Your 
new Audio-Visual Catalog offers a comprehensive list of materials for profes- 
sional and public education and information. The request for this catalog and 
tor the materials listed, from leading editors, hospital administrators, medical 
schools and libraries has been overwhelming. Let us remember that each of us 
must do our part, in our own area. The hired expert can only direct us. 

THE FUND FOR PODIATRY-CHIROPODY EDUCATION. We have 
established this fund to provide monies for our educational institutions, to 
improve and augment the faculties, physical facilities, and to provide for re- 
search. Unless we, the rank and file of the profession, provide the nucleus of 
the money needed we cannot expect the financial grants that would be forth- 
coming from interested foundations in education and industry. 

VOCATIONAL GUIDANCE PROGRAM. 1 am sure that all of us are 
aware of the tremendous program begun by our national committee in recruit- 
ment—the extensive distribution of films, pamphlets, brochures and exhibits— 
the intensive speakers’ programs that were started nationally through the 
service clubs. Although the results may be slow in manifesting themselves 
I am certain that within three years the effectiveness of this committee's efforts 
will be demonstrated. Here again each of us must increase our efforts, for 
without new blood, all of our gains are for naught. 

I BELIEVE-—I believe, that the time has come when we must accept, not 
assume, our status. This statement was made by several of our Past Presidents. 
There is no need now for apology. We have the knowledge and we have the 
self-respect. We are being called on to fill a gap in medical science—this we 
will do. 

I believe that we have an obligation to our predecessors who have given 
their lives to the establishment of this noble art. I believe that this obligation 
extends to our teachers, our families and above all, the general public. 
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WHAT WILL OUR PROGRAM BE FOR THE COMING YEAR? 
Although every facet of this organization is important, every committee will 
be active. As your President I must continue the recommendations of our sage 
and wise Past Presidents and members of the official family who agree that the 
following must be done: 

1. Student recruitment and vocational guidance. 

2. Improve and broaden out educational backgrounds. 

3. State legislative programs, participation in medical service plans, and 

labor relations. 

4. Broaden our medical and hospital relations. 

Strengthen our public relations and education. 

6. The development of the FUND for Education. 

7. Last, but not least—every member will be kept up to date on important 
happenings on the national scene, and each state will improve its coopera- 
tion with its national organization. 

I believe these things can be done. | believe that each of us can and will 
select those areas where our talents are best fitted. I believe that each division 
and state society should be cognizant of its responsibilities. I believe the 
national association should represent the membership as a whole for the good 
and welfare, and set policy at the national level, but that it is incumbent 
upon the affliated state societies to cooperate to the fullest to carry these 
programs to the grass roots. 

In closing may I read a phrase from an unknown author that has been an 


inspiration for the past twenty-eight years?—I BELIEVE 

“EVERY MAN GIVES HIS LIFE FOR WHAT HE BELIEVES. 
EVERY WOMAN GIVES HER LIFE FOR WHAT SHE BELIEVES. 
SOMETIMES PEOPLE BELIEVE IN LITTLE OR NOTHING; 
NEVERTHELESS, THEY GIVE THEIR LIVES FOR THAT 
LITTLE OR NOTHING. ONE LIFE IS ALL WE HAVE, AND 
WE LIVE IT AS WE BELIEVE IN LIVING IT, AND THEN 
IT’S GONE. BUT TO SURRENDER WHAT YOU ARE, AND 
LIVE WITHOUT BELIEF, THAT’S MORE TERRIBLE THAN 
DYING, MORE TERRIBLE THAN DYING YOUNG.” 


Marvin W. Shapiro, D.S.C. 


ANNUAL MEETING 1959 


Preliminary Report 

The 47th Annual Meeting of the Asso- 
ciation, August 27 through September I, 
1959, Waldorf-Astoria Hotel, New York, 
N.Y., was the largest in the Association’s 
history. Registration by members, family 
and guests exceeded any previous year, as 
did the number of industrial and scienti- 
fic exhibits. More than 120 individuals 
participated in the Scientific Sessions. 

The House of Delegates revised very 
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considerably the Constitution and Bylaws 
of the American Podiatry Association and 
the National Association of Chiropodists. 
The revisions provide for a Speaker and 
Assistant Speaker for the House of Dele- 
gates and a Board of Inquiry when neces- 
sary. The Executive Council, under an- 
other provision, becomes the Board of 
Trustees. The Council on Education will 
consist of ten members, seven elected by 
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the House of Delegates for overlapping 
three-year terms, two nominated by the 
American Association of Chiropody- 
Podiatry Colleges and one nominated by 
the Federation of Chiropody-Podiatry 
Boards and the three nominees to be ap- 
proved by the House of Delegates for over- 
lapping terms of three years. 

The House of Delegates approved by 
the necessary two-thirds majority the prop- 
osition to increase the annual assessment 
per member for dues to the national asso- 
ciation from $30.00 to $40.00 effective June 
1, 1960. A $10,000.00 fund was established 
for the production, distribution and sale 
of public educational and informational 
materials. The reserve funds of the Asso- 
ciation were authorized to be separated 
into a Depreciation Reserve Fund and a 
General Reserve Fund. These Funds may 
consist only of U. S. Government Securities 
or U. S$. Government insured savings de- 
posits. The General Reserve Fund must 
at all times amount to no less than $30,- 
000.00. The Depreciation Reserve Fund 
will initially be $34,182.66. A Budget for 
the fiscal year 1959-60 in an amount not to 
exceed $216,900.00 was adopted. This 
provided for deficit spending not to exceed 
$5,900.00. Eleven life memberships were 
voted. 

Dr. Marvin W. Shapiro of Toledo, Ohio, 
was installed as President and Dr. Marvin 
D. Marr of Cedar Rapids, Iowa, was 
elected President-Elect. Dr. Robert Shor, 
Los Angeles, California, and Dr. Benjamin 
C. Mullens, Binghamton, N. Y., were re- 
elected and elected, respectively, as Vice 
Presidents. Dr. Harry I. Horowitz, As- 
toria, L. I., N. Y., was re-elected and Dr. 
William <A. Edwards, Reno, Nevada, 
elected to the Board of Trustees for three- 
year terms. Dr. Leo N. Liss, San Fran- 
cisco, California, and Dr. Jonas C. Morris, 
Audubon, N. J., were elected Speaker and 
Vice-Speaker, respectively, of the 1960 
House of Delegates. Dr. Milton H. Gen- 
nis, Tulsa, Oklahoma, was re-elected and 
Drs. Edward N. Barron, Little Rock, Ar- 
kansas, and Raymond K. Locke, Engle- 
wood, N. J., were elected to the Council 
on Education for three-year terms. Dr. 
Gordon R. Tobin, Twin Falls, Idaho, the 
nominee of the Federation of Chiropody- 
Podiatry State Boards, was approved by the 
House of Delegates for a toe term 
on the Council on Education. Dr. Charles 
R. Brantingham, Long Beach, California, 
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and H. Darrel Darby, Huntington, West 
Virginia, were elected for three-year terms 
to the Board of Trustees of the American 
Foot Health Foundation. 

The recipients of the William J. Stickel 
Annual Awards for Research in Chiropody 
(Podiatry) were announced as follows: 
First Award, W. A. Pepin, D.S.C.  (co- 
author F. W. Kasch, Ph.D.) ; Second Award, 
H. C. Goldberg, M.D.; Third Award, 
Thomas R. Amberry, D.S.C.; Fourth 
Award, Earl G. Kaplan, D.S.C.; Fifth 
Award, Milton E. Ashur, D.S.C. (co-author 
Reginald H. Farrar, M.D.); Honorable 
Mention, A. E. Cole, D.S.C., D. A. Schu- 
bert, D.S.C., Charles E. Krausz, D.S.C., 
Milton Henenfeld, Pod.D. 

The following Awards were made for 
Scientific Exhibits: Individual—Gold 
Medal, Milton E. Lewis, D.S.C., F.A.S.C.R.; 
Silver Medal, Seymour H. Blau, D.S.C. 
Individual (supported by Grants-in Aid) 
—Gold Medal, Milton R. Lewis, D.S.C.; 
Silver Medal, Milton E. Ashur, D.S.C.; 
Bronze Medal, Benjamin Feldman, D.S.C.; 
Bronze Medal, Reginald H. Farrar, M.D. 
and Milton E. Ashur, D.S.C. Institutional 
—Gold Medal, California College of Po- 
diatry; Silver Medal, Ohio College of Chi- 
ropody; Bronze Medal, M. J. Lewi College 
of Podiatry; Bronze Medal, Civic Hospital. 
Organizational—Gold Medal, American 
College of Foot Orthopedics; Silver Medal, 
Podiatry Staff, Cerebral Palsy Center, 
Roosevelt, Long Island; Bronze Medal, 
Edward Ganny, D.S.C.; Bronze Medal, 
Gouncil on Pharmacy. Special—G old 
Medal, Jersey City Medical Center and 
Seton Hall College of Medicine; Silver 
Medal, Cleveland White, M.D. Foot Health 
Exhibits, High School Science Fairs— 
Silver Medals were awarded to the follow- 
ing: Joel Feder, Robert E. Sherman, Ro- 
berta Barnes. Honorable Mention—Veter- 
ans Administration, White House Confer- 
ence on Children and Youth and Raymond 
K. Locke, D.S.C. 

It is estimated that more than 2500 per- 
sons attended the sessions, meetings and 
exhibits. A preliminary, unverified count 
indicates that 1311 podiatrists-chiropodists, 
274 members of related professions and 
associations, and 275 Industrial Exhibitors 
and Advertising Representatives were reg- 
istered. 

A further report will appear in a sub- 
sequent issue. 
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WASHINGTON REPORT 


GOLDEN ANNIVERSARY WHITE HOUSE 
CONFERENCE ON CHILDREN 
AND YOUTH 


General Background 

The American Podiatry Association and 
the American Foot Health Foundation are 
two of nearly 500 national organizations 
affliated with the Golden Anniversary 
White House Conference on Children and 
Youth. Seven thousand delegates will re- 
ceive invitations from the President of the 
United States to attend the Conference 
which is scheduled for March 27-April 2, 
1960 in Washington, D. C. This is the 
sixth such decennial conference held in the 
United States since President Theodore 
Roosevelt called the first in 1909. 

The Council of National Organizations 
on Children and Youth of the Golden An- 
niversary White House Conference on 
Children and Youth is the framework join- 
ing the several hundred organizations of 
widely different size, interests and char- 
acter. Shared by all is a concern for the 
well-being of children and youth that is 
expressed through each organization’s own 
programs and activities. 

The Council of National Organizations 
is one of three major groups functioning 
in preparatory work for the Conference. 
Others are the National Council of State 
Committees on Children and Youth, made 
up of Governor-appointed citizen commit- 
tees in every state and territory and the 
Interdepartmental Committee on Children 
and Youth, representing 34 agencies of the 
Federal Government. 

Combined, they already have brought 
several million Americans into pre-Confer- 
ence activity, taking national inventory of 
the needs, services and problems of children 
and youth, and furnishing this information 
to White House Conference headquarters 
in Washington. 


PODIATRY ASSOCIATION, SEPTEMBER, 1959 


Conference Follow-up 

The purpose of the Golden Anniversary 
White House Conference, as stated in its 
theme, is “to promote opportunities for 
children and youth to realize their full 
potential for a creative life in freedom and 
dignity.” 

Therefore, “action support in the follow 
through phase after the Conference” is a 
primary objective of planning even at this 
stage, according to Mrs. Rollin Brown of 
Los Angeles, chairman of the President’s 
National Committee for the Conference. 
President Eisenhower is national honorary 
chairman and Arthur S. Flemming, Sec- 
retary of Health, Education, and Welfare, 
is honorary vice-chairman. 

National organizations can make a spe- 
cial contribution to Conference follow-up. 
Via their already existing networks of state 
and local units, their membership will be 
in a position to inspire general citizen 
action, starting next April, to meet the 
needs of youth revealed through the Con- 
ference. 

In so doing, each organization will be 
furthering its own aims on behalf of chil- 
dren and youth. Each can be thinking now 
about how it will shape its own assign- 
ment to see that new services, new tech- 
niques and new approaches come into being 
in line with the Conference’s inspirational 
theme. 


Conference Program 

“The broad concerns of every national 
organization affiliated with the Golden An- 
niversary White House Conference will be 
included in some phase of the Conference 
program during the week of March 27- 
April 2, 1960,” according to Dr. Philip S. 
Barba of Philadelphia, chairman of the 
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Committee on Program for the White 
House Conference on Children and Youth. 

Dr. Barba explains that the program 
format for the Conference will deal with 
youth from an interdisciplinary approach, 
rather than from a specialist approach. 

Each delegate will be assigned to a work- 
group of not more than 30, including lay 
and professional persons interested and 
active in fields relating to children and 
youth. The subject to be discussed in each 
workgroup will cut across discipline lines 
so as to stimulate new perspective and 
broaden knowledge by exchange of infor- 
mation and experiences. 


Youth at the Conference 

National organizations will nominate 
1700 of the total of 7,000 persons to be in- 
vited to the Golden Anniversary White 
House Conference, March 27-April 2, 1960, 
with each organization allotted a minimum 
of two nominees. 

Of the 1700, 300 are to be youth repre- 
sentatives aged 16 through 21. An addi- 
tional 200 are to be young adults between 
the years of 21 and 30. 

This request to national organizatious to 
nominate youth delegates to the Confer- 
ence reflects an over-all formula which will 
build youth representation into the Con- 
ference. 

The young people will ‘be treated as full 
scale delegates, taking their place beside 
adults in workgroups dealing with every 
current problem facing American children 
and youth, 

Each member organization in the Coun- 
cil of National Organizations on Children 


and Youth is being asked if it has youth or 
young adult members. If so, the organiza- 
tion will be asked to indicate how many of 
each and whether the organization wishes 
to receive invitations in either or both age 
ranges. 


National Organizations to Evaluate Own 
Programs for White House Conference 
The White House Conference is receiv- 
ing reports from national organizations 
represented in the Council of National 
Organizations on Qhildren and Youth eval- 
uating their own programs in terms of the 
future. Each organization has been asked 
to identify some of its major unsolved prob- 
lems, some of the areas in which it plans 
to give added future emphasis, and to 
formulate possible recommendations ad- 
dressed to itself and others. These evalua- 
tions will be synthesized and edited as part 
of a volume of national organization mate- 


' rial to be furnished to delegates as part of 


their background for the White House 
Conference. 


September Meeting Scheduled 

All members of the Council of National 
Organizations on Children and Youth of 
the Golden Anniversary White House Con- 
ference on Children and Youth have been 
invited to send two representatives to a 
meeting of the Council which will be held 
September 21 and 22 at the Department 
of Health, Education, and Welfare in 
Washington, D. C. Plans for participation 
of national organizations in the White 
House Conference will be discussed and 
developed at that time. 


“Meditation is not a flourishing of a 


search of the truth.” 
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man’s wit but hath a set bout at the 


Thomas Hooker, 1637 
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TECHNIQUES IN FOOT SURGERY 

L. R. McCAIN, D.S.C., F.A.C.F.S., and N, J. PICKETT, D.S.C., F.A.C.F.S. 
Editors, Publications Committee, A.C.F.S. 
Illustrated case reports and discussions, suggesting approaches 
to podiatric surgery, from the files of the American College of 
Foot Surgeons. 


REMOVAL OF HYPERTROPHIED 
FIBULAR SESAMOID, SECOND 
METATARSAL HEAD AND HEAD 
OF PROXIMAL PHALANX 


Mrs. A. M., aged 58, presented herself at 
the hospital with a nucleated tyloma un- 
der the second metatarsal head, a clavus 
under the fibular sesamoid, and a hammer- 
toe of the second with a clavus on the dor- 
sal of the proximal phalangeal joint. 

Roentgenograms showed enlarged second 
metatarsal head, a displaced fibular sesa- 
moid, and a deformity of the second toe 
at the proximal phalangeal joint. 

Urinalysis: Color, Straw; Alb., neg.; S. G. 
1.020; Sugar, neg.; acetone, neg.; W.B.C. 
occ’l.; R.B.C. neg. 

Blood Count findings: Hemoglobin 81°%, 
W.B.C. 9,600, R.B.C. 4,330,000. Differen- 
tial: Non seg. 1; Segs. 58; Eosins. 3; 
Lymphs. 36; Monos. 2. 

Preoperative blood pressure 110/80, and 
oral temperature 98°. 

The preoperative medication was Nem- 
butal®" gr. iii and 100 mg. Demerol®? one 
hour preoperatively. 

After aseptic procedure the patient was 
given Pentothal®! Sodium. 

Operative technic was as follows: A seven 
centimeter incision extending from the 
distal one-third of the Ist and 2nd meta- 
tarsal interspace to the distal end of the 
proximal interphalangeal joint was made. 
The extensor tendons were retracted over 
the second metatarsophalangeal joint, the 
capsule incised, and the second metatarsal 
head removed. The capsule of the second 
interphalangeal was incised and the head 
of the proximal phalanx was removed and 
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the end of the shaft rasped smooth. The 
fibular sesamoid was removed by enucle- 
ating it from the lateral tendon of the 
flexor hallucis brevis. Eight skin clamps 
were used to close the incision. Sterile 


Telfa®*, dressings and an ace bandage were 
used to dress the wound. 

The patient was given Nembutal grs. 
11% h.s. as a sedative, and the analgesic was 
Demerol 100 mg. q 6 h. p.r.n. 


Fig. 1 Pre- (left) and postoperative radio- 
graph. 

Postoperatively the treatment was as fol- 
lows: On the fifth day the outer dressing 
was removed and sterile gauze dressings 
applied. On the eighth day the sutures 
were removed, Tn. Merthiolate®* used and 
sterile gauze dressings applied. On the 
10th, 16th, 22nd, 27th and 29th postopera- 
tive days sterile gauze dressings were used. 
On the 31st whirlpool was used and sterile 
gauze dressing applied. On the 36th day 
whirlpool was used and the patient dis- 
missed. 

George A. Shore, D.S.C. 

Comments: It is not uncommon in cases 
of this nature to remove the fibular sesa- 
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moid. However, it is rare that the head of 
the 2nd metatarsal head be removed to aid 
in the realignment of the forefoot. 

More frequently when this procedure is 
necessary the more common procedure is 
to amputate the metatarsal head at about 
the distal 1/3 of the metatarsal shaft rather 
than just the metatarsal head. 

This case is being included in that it 
offers a good example of alteration in sur- 
gical judgment. 

N. J. F. 


DORSAL TENDON RESECTION AND 
CAPSULOTOMY FOR AN OVERLAPPING 
FIFTH TOE 

Miss R. M., aged 11, presented herself at 
the office with the fifth toe of the left over- 
lapping the lateral aspect of the fourth toe. 
She had had a similar experience with the 
right foot the previous year and it had 
been operated successfully. 

Urinalysis: Sp. Gr. 1.1018, PH 4.5, albu- 
men, glucose, acetone, and others negative. 
Microscopic cells & crystals normal. 

Bleeding time 2 minutes. Coagulation 
time 4 minutes. 

After aseptic procedure 114 cc. Xylo- 
caine®! 2% was used as a field block. 

Operative technic was as follows: A dor- 
sal lineal incision approximately 3 centi- 
meters long was made over the medial side 
of the fifth metatarsal shaft and head. The 
extensor digitorum longus tendon was ex- 
posed and approximately 14” removed. A 
transverse capsulotomy was done and the 
shortened soft tissue incised. The incision 
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was closed with two single interrupted 000 
dermal sutures. A sterile dressing was ap- 
plied over the wound, and the toe bound 
in a slightly overcorrected position. 

The patient was given children’s size as- 
pirin 1 q. 3 h., told to elevate the foot and 
use an ice pack for the first night. 

Postoperative treatment was as follows: 
On the third day Tr. Merthiolate®”, sterile 
gauze and a dorsal felt pad to maintain 
flexion with keyhole adhesive strap was 
used. On the seventh day the sutures were 
removed, Tr. Merthiolate, and the above- 
mentioned gauze and pad used. The four- 
teenth day and for a six-week period fol- 
lowing the surgery the keyhole strap was 
continued weekly to maintain overcorrec- 
tion. The patient was discharged at the 
end of the six weeks. 

The patient was home for twenty-four 
hours. Ambulation was permitted on the 
second day. The recovery was uneventful 
and the toe in normal position. 


William F. Jeffery, D.S.C. 


Comments: Overlapping 5th toes usually 
are congenital in nature and need not be 
bi-lateral. This condition responds better 
to surgical intervention at about this pa- 
tient’s age rather than as an adult and the 
prognosis is in proportion to the age of the 
patient. 

Early splinting of the toe at the age of 2 
or 3 years frequently produces good results. 
However, when the toe becomes fixed in 
the overlapping position, surgery seems to 
be the only solution. NLP. 


“What you are speaks so loud I can not hear what you say.” 
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PHARMACEUTICAL PREPARATIONS FOR THE PROFESSION 


HARRY L. HOFFMAN, Ph.G., D.S.C. 


Chairman, Council on Podiatry Therapeutics and Pharmacy 


A column devoted to preparations, new and old, with emphasis 
on their value and uses in everyday chiropody practice. This is 
a regular monthly column prepared from information furnished 
by the pharmaceutical house. We invite questions, which we 
shall endeavor to answer, or obtain the answer. 


Vi-Dom-A™ Buccal Tablets 


Description: Each tablet contains either 
75,000 or 150,000 U.S.P. units synthetic 
vitamin A in a pleasantly flavored, candy 
base. 

Indications: Acne vulgaris, xerophthalmia, 
leukoplakia vulvae, senile skin, dry skin, 
oral leukoplakia, lichen planus, candid- 
iasis, ichthyosis, lichen pilaris, hyperkera- 
tosis and other vitamin A deficiencies. 

Administration: One tablet daily placed 
in the mouth and allowed to dissolve 
slowly, insuring constant bathing of the 
buccal mucosa and more effective systemic 
utilization. Repeat dosage if necessary. 
Tablets may be chewed and swallowed if 
necessary. 

Supply: Bottles of 25 tablets in two 
strengths of synthetic vitamin A, 75,000 
U.S.P. units and 150,000 U.S.P. units. By 
Dome Chemicals Inc., 109 West 64th 
Street, New York 23, N. Y. 


Vi-Dom-A-C™ Pillettes 

Description: Each small] spherical pillette 
contains 50,000 U.S.P. units vitamin A and 
250 mg. vitamin C (ascorbic acid). 

Indications: Acne vulgaris, senile skin, 
dry skin. 

Administration: One pillette daily, re- 
peated if necessary. 

Supply: In bottles of 25 and 100. By 
Dome Chemicals Inc., 109 West 64th Street, 
New York 23, N. Y. 
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Vi-Dom-A® Creme (pH 6.8) 


Description: Contains 100,000 U.S.P. units 
synthetic vitamin A per oz. in a vanishing 
creme base. 


Indications: Acne, plantar warts, senile 
skin and rough, dry skin. 


Administration: Gently massage into af- 
fected areas in liberal amounts two or 
three times daily. 


Supply: In 1 oz. tube and 2 oz. and 1 Ib. 
jars. Prescription only. By Dome Chem- 
icals Inc., 109 West 64th Street, New York 
23, N. Y. 


Vi-Dom-A“™ Pillettes 

Description: Each pillette contains 25,000 
or 50,000 U.S.P. units synthetic vitamin A 
in a chewable, small, spherical water- 
miscible pillette. 

Indications: During infancy, pregnancy 
and lactation, when vitamin A require- 
ments are particularly high, acne vulgaris, 
xerophthalmia, leukoplakia vulvae, senile 
skin, dry skin, ichthyosis, lichen pilaris, 
lichen planus, leukoplakia, prostatovesic- 
ular backache and other vitamin A defi- 
ciencies. 


Administration: One or more tablets daily 
as required. 


Supply: Pillettes of 25,000 U.S.P. units 
and 50,000 U.S.P. units in bottles of 100. 
By Dome Chemicals Inc., 109 West 64th 
Street, New York 23, N. Y. 
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DIGESTS FROM THE LITERATURE 


Anyone wishing to read the complete article, if not available 
in your local library, may borrow it through interlibrary loan. 
A microfilm may be borrowed from the National Medical Li- 
brary, Washington 25, D. C., or a photo-duplication may be 
obtained from that library. 


CIRCULATORY SYSTEM 

Neurotrophic Ulcers of the Feet, P. J. 
Kelly and M. B. Coventry. J.A.M.A. 168: 
388-93, 1958. 

The case histories of 47 patients with 
ulcers of neurotrophic origin, who had been 
treated at the Mayo clinic between 1946 
and 1956, were studied, together with fol- 
low-up data obtained through question- 
naires. Diabetic neuropathy was found to 
be the most frequent cause; tabes dorsalis 
proved to be the cause in only one case. 
One case of trophic ulcer of the foot which 
followed herpes zoster seemed to be the 
only case on record. The commonest site 
of the ulcer was the plantar aspect of the 
foot. Other frequent areas were the medial 
aspect of the plantar surface of the hallux, 
the lateral aspect of the fifth metatarsal 
head, and the tips of the toes. Thick, heavy 
callosities always preceded ulcers on the 
surface of the metatarsal heads. In 46 
patients 59 plantar ulcers were noted; the 
remaining patient had an ulcer on the dor- 
sum of the forefoot. Myelodysplastic neuro- 
trophic ulcers were found on the tips of the 
toes. The diabetic neurotrophic ulcers were 
located almost invariably in the region of 
the metatarsal heads and medial aspect of 
the plantar aspect of the hallux. 


The architecture of the foot seemed to 
be a mechanical cause of ulcer. Usually, a 
broad, splay, or metatarsus latus type of 
foot with hammer toes, hallux valgus, and 
prominent metatarsal heads was the type. 
The neurotrophic ulcer has a punched out, 
circular appearance, and is associated with 
infection and occasionally is pregangrenous. 
Significant diagnostic findings are changes 
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of a degenerative nature in the foot, with 
peripheral sensory impairment, unex- 
plained, excessive bony proliferation, perios- 
teal thickening affecting a site remote from 
the ulcer, proliferation and sclerotic 
changes at the first metatarsophalangeal 
joint and the midtarsal joint. 


Conservative therapeutic measures as ad- 
junct to surgery include control of the 
metabolic problem in diabetes, and wear- 
ing of proper shoes with well-placed pads 
and bars. Numerous surgical procedures 
were used on these patients. Removal of 
the toe or of the metatarsal head only, in 
some cases of ulcer under the metatarsal 
head, was often successful. It was per- 
formed as a two-stage procedure. In cases 
long existent, recurrent, or even multiple, 
below-knee amputation was sometimes 
necessary. Transmetatarsal amputation per- 
formed in two diabetic patients proved 
unsuccessful; ulcers have recurred for 10 
years. In 3 of 4 patients cross-leg pedicle 
skin grafts failed. Simple debridement was 
successful in elderly diabetics whose symp- 
toms were of short duration, if activities 
were restricted and properly fitted shoes 
were worn. 


Elderly diabetics should receive prophy- 
lactic treatment to protect the region of 
the metatarsal heads and, possibly, routine 
x-ray examination. Those having neuro- 
trophic ulcers of only a few months dura- 
tion should have the ulcers debrided and 
calluses trimmed. Amputation at the low- 
est level possible may be the only treatment 
of patients in the third decade of life who 
have myelodysplasia and prolonged, recur- 
rent neurotrophic ulcers. 
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MUSCULOSKELETAL SYSTEM 

Osteomyelitis of the Calcis Following 
Triple Arthrodesis, C. R. MacKay and I. S. 
Mauer. Amer. J. Surg. 96: 708-10, 1958. 

Fusion of the talocalcaneal, calcaneocu- 
boid, and talonavicular joints is frequently 
performed in treatment of comminuted, 
compression type fractures of the os calcis; 
or fusion may be performed later in treat- 
ment of the disabling traumatic arthritis 
which often follows damage to the articu- 
lar cartilages. This procedure often pro- 
duces a stable, pain-free foot. On the other 
hand, development of osteomyelitis is not 
infrequently an after-effect. 

Chronic osteomyelitis of the calcaneus is 
characterized by slow but progressive de- 
velopment of concomitant infection of the 
surrounding soft tissues, by formation of 
sinus tracts, and prolonged resistance to 
cure. Osteomyelitis of the os calcis, despite 
modern antibiotic therapy and _ surgical 
schemata remains a disabling, long drawn 
out process, and may finally end in ampu- 
tation. During the past 10 years, 12 cases 
of osteomyelitis of the os calcis were treated; 
6 cases followed triple arthrodesis; one fol- 
lowed reduction of a fracture with screw 
fixation. Blood supply was decreased by 
the fracture, by surgical trauma, by strip- 
ping of soft tissues, and other factors in 
the arthrodesis. The presence of numerous 
raw surfaces of ischemic bone provided a 
site of minor resistance to infection. 

Specific antibacterial drugs were used 
locally and systemically, but failed to 
eradicate the disease process. Various sur- 
gical procedures were used: multiple de- 
bridement, curettement, saucerization, par- 
tial and complete excision of affected parts, 
and various minor surgical measures. The 
usual sterile preparations were used pre- 
operatively and during surgery, and anti- 
biotics immediately after operation. Four 
of the 12 patients finally required amputa- 
tion. Often after years of suffering and 
after many operations and treatments, an 
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amputation is necessary to provide a pain- 
free and useful life in such patients. 


Morton’s Toe: Intractable Pain About 
the Fourth Metatarso-Phalangeal Articula- 
tion, R. M. O’Brien. Missouri Med. 55: 
586-89, 1958. 

Metatarsalgia, a dull aching pain in the 
sole of the foot in the metatarsal area, is 
relieved by rest and use of arch supports. 
Morton’s toe is a spasmodic, laminating, 
and radiating metatarsal pain usually af- 
fecting the fourth toe and its metatarsal 
articulation. Use of arch supports and 
metatarsal bars bring no relief. In two re- 
ported studies of a total of 50 cases, the 
etiology of the pain was said to be a neu- 
rofibroma type of lesion involving the most 
lateral branch of the medial plantar nerve, 
that is, the branch between the third and 
fourth metatarsal head. Two later studies 
of a total of 29 cases reported the same 
findings. Surgical removal brought imme- 
diate relief of pain. The author reports 
25 additional cases with similar findings 
and results. The diagnosis had been made 
on the basis of subjective complaints, and 
a failure of conservative measures to re- 
lieve the pain. 

There are few physical findings. The 
foot may appear normal, or it may show a 
spreading of the metatarsal arch, and cal- 
luses underlying the metatarsal head. In 
some cases there is a localized tenderness 
in the web between the third and fourth 
toes, and in others a diminished sensation 
along the borders of these toes. A history 
of intermittent, recurring pain in that 
metatarsal region or in the fourth toe is 
most significant. That a woman patient 
will stop wherever she happens to be, to 
remove the shoe and rub the foot, is con- 
sidered pathognomonic of a neuroma. 

Conservative therapy should be tried 
first—rest, and use of arch supports and 
metatarsal bars. The operative procedure 
is: A dorsal web-splitting about 114 inches 
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long is done between the third and fourth 
toes, and dissection carried down almost to 
the plantar aspect. Good exposure is pro- 
vided by use of a mastoid type of retractor 
placed deeply in the wound. Pressure is 
applied to the sole of the foot, raising the 
lesion up between the metatarsal heads. 
The neuroma is dissected proximally and 
posteriorly until the normal nerve is en- 
countered. This can be done under local 
anesthesia, but it is more easily performed 
under general anesthesia, with use of a 
tourniquet. 


Congenital Curly Toes: An Investigation 
into the Value of Treatment, R. Sweetnam. 
Lancet 2: 398-399, 1959. 

This deformity is a mixture of adduction 
and flexion, principally at the terminal 
joint, but may also be in the proximal. It 
is combined in severe cases with rotation 
of these joints, so that the nail comes to 
lie towards the lateral side. Two or three 
of the middle toes may be affected, and 
often both feet are involved. 

Congenital deviation of the third and 
fourth toes, more common in the former, 
was studied in a group of 50 feet; about 
half of them had been treated and the 
other half not treated. The method of 
treatment used was the over-and-under 
strapping, continued for many months. It 
was started in all but three cases before the 
age of two. The children studied averaged 
13 years of age. Growth of the crooked toes 
had not increased the deformity. About 
25 per cent showed some improvement, 
but these were equally from the two groups, 
treated and untreated. Eleven of the chil- 
dren (22 per cent) had members of the 
families with similar affection. The curly 
toes produced no symptoms. 

The study showed that over-and-under 
strapping has no significant effect. It was 
felt that no form of treatment would have 
been worthwhile, since one-fourth of the 
untreated cases improved, and none of the 
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remainder deteriorated. It seemed un- 
likely that any troublesome symptoms 
would arise in adulthood. If the curly toes 
did become painful, they could be straight- 
ened by a simple operation. If these facts 
were explained to anxious parents, much 
time and valueless effort in treating a con- 
dition which requires no treatment, could 
be saved. 


Hallux Rigidus in the Adolescent, L. Kes- 
sel and G. Bonny. J. Bone & Joint Surg. 
40B: 669-73, 1958. 


Nine patients, aged 11 to 21, with hallux 
rigidus (bilateral in one patient) which 
failed to respond to conservative therapy, 
were operated on, and were followed-up 
from 5 months to 414 years. In all the 
affected 10 great toes, dorsiflexion at the 
metatarsophalangeal joint was limited 
but a good range of plantar flexion was 
maintained. Passive dorsiflexion of the 
joint was painful. The painful restriction 
of dorsiflexion was considered the final 
common factor producing symptoms in 
these patients. 

In determination of the cause of such 
painful restriction of dorsiflexion, con- 
sideration must be given to the possible 
intrinsic disorders of the metatarsophalan- 
geal joint, to the extrinsic factors acting 
on the joint, and possible combination of 
the two types of factors. In two patients 
there was radiolegic evidence of osteo- 
chondritis of the head of the first meta- 
tarsal; whether primary or secondary 
could not be determined. However, ex- 
trinsic causes of hallux rigidus seemed 
evident, which suggested that “hyperex- 
tension” of the first metatarsal was the 
primary cause of this condition. One of 
the patients developed elevation of the first 
metatarsal after onset of symptoms, but in 
most of the patients well-marked eleva- 
tion of the first metatarsal was noted when 
the patients were first seen. A study of 
three adults gave further evidence that in 
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some cases such elevation is primary, and 
the joint disorder secondary. 

Two patients had an “artificial” meta- 
tarsus primus elevation which was inad- 
vertently produced at operation—one after 
osteotomy of the first metatarsal which was 
performed for hallux valgus; the other 
after triple arthrodesis, performed in the 
presence of muscle imbalance. This eleva- 
tion of the first metatarsal in these two 
patients was followed by development of 
typical hallux rigidus, with painful restric- 
tion of the dorsiflexion of the metatarso- 
phalangeal joint, attended by degenerative 
joint changes as shown on radiologic ex- 
amination. Another patient, an adult, had 
marked depression of the first metatarso- 
phalangeal joint, but with ful] dorsiflexion 
preserved. 

When all conservative treatments have 
failed, including mobilization in below- 
knee plaster, so that pain and limited 
dorsiflexion continue, operation must be 
considered. The procedure used in these 
nine adolescents and also in one man aged 
46, was an extension osteotomy at the base 
of the proximal phalanx of the great toe, 
thereby transferring the good range of 
plantar-flexion to a functionally useful 
range. The technic used was as follows: 

A 2-inch curved incision was centered 
over the base of the proximal phalanx, the 
skin flap dissected up, and the phalanx ex- 
posed. A wedge based dorsally was re- 
moved from the phalanx, near the epi- 
physis, leaving intact both cortex and 
periosteum. After angulating the phalanx 
to close the gap, the skin was closed. Then 
the foot was immobilized in plaster, with 
the toe forced into extension. The wedge 
must be accurate in size and the plantar 
cortex intact. In 4 to 6 weeks the plaster is 
removed. 

In all but one patient, symptoms were 
relieved, and painless functional activity 
restored. Dorsiflexion at the metatarso- 
phalangeal joint was from 20 to 75 degrees. 
The total range of movement was increased 
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in every patient. Dorsiflexion which was 
5 degrees preoperatively increased to 44 de- 
grees postoperatively, as demonstrated 
radiologically. The adult, a milk deliverer, 
returned to full-time work 10 weeks after 
the operation. 


NERVOUS SYSTEM 
The Great Toe Jerk, G. A. Ransome. 
Brit. M. J. 2: 548, 1958. 


The great toe jerk is probably a move- 
ment of the extensor hallucis longus, that 
is, a “great toe dorsal spring reflex.” It is 
more delicate than the ankle jerk and re- 
quires considerable practice to obtain with 
ease, even by the skilled neurologist. It 
may be found in most normal persons be- 
tween the ages of 7 and 70; it is difficult 
to obtain in very young children. Even- 
tually, it may become a part of routine 
physical examinations. 

The jerk is useful an an objective sign 
in disk lesions between the fourth and fifth 
lumbar vertebras, since it is abolished 
early in this disease—even before symptoms 
of weakness and of sciatic radiating pain 
appear. This reflex is useful in detecting 
peripheral neuritis, for example, in such 
diseases as typhoid fever, diphtheria, and 
diabetes, and in poliomyelitis. 

The reflex is obtained by placing the 
index finger on the dorsal surface of the 
great toe’s terminal phalanx, and down- 
ward pressure exerted gently until a feel- 
ing of elastic stretch is noticed. The 
examiner’s finger is then struck with the 
hammer, using a wrist follow-up move- 
ment. 


SURGERY 
Skin Suture Marks, G. F. Crikelair. 
Amer. J. Surg. 96: 631-39. 1958. 


Suture marks are scar tissue. They occur 
uncommonly on the eyelids, the palms and 
the soles. The skin of the back, chest, 
upper arms and lower extremities, as well 
as that of the lower one-third of the nose 
and cheeks, is more prone to such marks. 
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Non-absorbable sutures seem preferable, 
but the type of such material is unimpor- 
tant. The method of using the stitch in 
skin closure is of greater importance. 

Constructing tension depends on the 
tightness of the suture in relation to the 
tissue mass which is encompassed. When 
the suturing is too tight, local pressure can 
cause ischemia and tissue necrosis, leading 
to subsequent scarring, or suture marks. 
When too snug, tissues tied by the suture 
can become edematous, thereby increasing 
the tightness of the suture. The heavier the 
suture material, the easier it is to apply 
tension. The greater the bulk of tissue, the 
greater the amount of force applied to 
approximate the edges, and the more tissue 
there is to become edematous after sutur- 
ing. Tensions are influenced, furthermore, 
by the direction of the incision in relation 
to normal skin tension lines, and by ten- 
sion on the edges approximated. Keloid 
formation may be inherent in an individual. 
Stitch abscesses may indicate errors in skin 
preparation, or in operative technic, or are 
caused by too much tension; but they can 
occur also in most guarded situations. 

The size of the suturing needle is im- 
portant, because of the tearing of the skin. 
Size of the suture is next in importance. 
Small needles are required in plastic sur- 
gery, where fine scars and suture marks 
must be prevented. The effect of needle 
size, of suture size, and the number of days 
the sutures are left in place, was studied 
in 6 healthy men. These incisions were 
made to obtain rib cartilage for grafting 


The incisions were made at right angles to 
the skin surface; none of the skin was re- 
moved, only sutured. None of these subjects 
showed a tendency to keloid formation, 
and no stitch abscesses or reactions around 


Wounds were closed 
and 5.0 white silk 


the sutures occurred. 
with No. 3.0. black 
sutures. 

Regardless of the size of the needle or of 
the suture, the greatest number of suture 
marks were found in all cases where the 
sutures were left in place for 15 days. In 
those with sutures left in for 7 days, no 
permanent marks occurred. Experimental 
studies were then made in laboratory pigs, 
which were swbjected to various conditions, 
such as sutures placed at various distances 
from the cut edges, use of contaminated 
sutures, sutures left in place for 3 months. 
This produced only three isolated marks 
resembling suture marks. This indicated 
that suture marks occur only in human 
beings. 

The experiment on the six men showed 
that if the sutures were removed early, 
regardless of any initial bunching of cut 
edges and slight reactions around the points 
of exit, no visible mark could be found. 
But when sutures were removed late, in- 
evitably punctate marks and linear scar 
formation could be observed. It is be- 
lieved that if tied without tension and the 
wounds immobilized, sutures removed bv 
the seventh day will not leave suture marks. 
nor will there be suture marks even if thev 
are tied with undue tension if removed by 
that time. 


“The world belongs to the enthusiast who keeps cool.” 
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Wm. McFee 
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ORGANIZATION NEWS 


Secretaries of local, state, regional, affiliated, subsidiary and other 
related organizations are invited to submit copy for these columns. 


CANADA 
Alberta 

The Sixth Annual Short Course in Clin- 
ical Medicine for Podiatrists will be held 
in Alberta, October 12-13, 1959. This 
course was arranged by the Department of 
Extension, University of Alberta, in co- 
operation with the Alberta Podiatry Asso- 
ciation. Attendance is limited to practicing 
podiatrists in Canada. 

The faculty consists of Gordon L. Wil- 
son, M.D.; Robert A. Macbeth, B.A., M.D., 
M.Sc., F.R.C.S., F.A.C.S.; Hector E. Dugan, 
M.D., F.A.C.R.; Charles N. Gillis, B.Sc., 
Ph.D. 

Subjects to be covered are: Toes for 
Corns—Soft and Hard; Infected Toe-Nails 
(two cases); Morton’s Neuro-Fibroma; 
Sudden Occlusion of Arteries of the Lower 
Extremities; Chronic Obstruction of Ar- 
teries of the Lower Extremities; Sudden 


Occlusion of Veins of the Lower Extremi- 
ties; Chronic Obstruction of Veins of the 
Lower Extremities; Radiation Hazards and 
Treatment; Atomic Fall-out; Muscle Re- 
laxants and Ataraxics; Newer Drugs Affect- 
ing the Muscular-Skeletal System. 
Communications should be addressed to: 
Director, Department of Extension, Uni- 
versity of Alberta, Edmonton, Alberta. 


British Columbia 

On June 23, 1959, a banquet was held 
by the British Columbia Association of 
Chiropodists, paying tribute to Dr. Gorosh 
and presenting him with an expression of 
affection and appreciation for his leader- 
ship and guidance for more than thirty 
years. J. H. McDermot, M.D., C.M., a 
good medical friend of chiropody, spoke 
eloquently of his association with Dr. 
Gorosh over the years, as did many of the 
older members of the association. 


NATURAL MOLD SHOE 


NONE 


SECOND TO 


Although our casting techniques and styles are copied—our KNOW HOW 
and FINISHED PRODUCT cannot be—Compare and be CONVINCED 
THAT Natural Mold Shoes are the best in construction and chiropodical 


concepts 
49 LAWTON ST., NEW ROCHELLE, N.Y., NE 2-5320 


Presents 
a New Line of 
Custom Molded 
Light Weights 


¢ 
. 
~ 
4 
| 
i 
Style No. | 
Style No. > 
Style No. 2960 ll 
2245 4 
1270 


2 


DOME CHEMICALS INC. 
125 West End Avenue, New York 23, N. Y. 


665 N. Robertson Blvd., Los Angeles 46, Cal. 
om. 2765 Bates Road, Montreal, Canada 
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On behalf of the Association, Dr. D. B. 
Phelps presented a plaque, engraved as 
follows: 

“In the history of every professional or- 

ganization one man stands out as the 

pioneer—the one of few who, in the early 
days, had the courage, the ability, and 
the vision that to him, justified spending 

a lifetime in the service of his colleagues. 

To Jacob I. Gorosh, Doctor of Surgical 

Chiropody, the British Columbia Asso- 

ciation of Chiropodists presents this 

plaque as a token of their affection and 
appreciation for his dedicated work over 
the years. May God bless him and spare 
him to us for many years to come. Van- 
couver, Canada. June, 1959.” 


MICHIGAN 


Michigan Amends Chiropody Act 

A bill clearing up ambiguous language 
in the Michigan Chiropody Act was signed 
into law by Governor G. Mennen Williams, 
June 5, 1959. The bill amends the exclu- 
sion clauses which define the practitioners 
who are excluded from meeting the pro- 
visions of the Act. 

According to Legislative Committee 
chairman Dr. David Wright, Battle Creek, 
the principal benefit to be derived from the 
amendment to the Act is a strengthened 
definition of a chiropodist as a physician 
and surgeon. Dr. Wright emphasizes that 
the new wording will make it much more 
difficult for insurance carriers to refuse 
payment for services rendered by chiropo- 
dists in the future. 


Michigan Board Takes Office 

Dr. Donald Borchard, Saginaw, assumed 
the presidency of the Michigan Association 
during brief ceremonies at the beginning 
of the fiscal year in June. Other officers in- 
stalled include: Dr. David Wright, Vice 
President; Dr. Bernard Levin, Secretary- 
Treasurer; Dr. Neil Jacobs, Sergeant-at- 
Arms; and Dr. Russell Seeburger, Past 
President. 

Other members of the Board of Direc- 
tors for the 1959-60 fiscal year include Drs. 
Albert Kalin, William Wagner, James 
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Simonds, John Didham, Fred Darby and 
Roland Perkins. 

The new Board faces the complicated 
task of transferring the bulk of administra- 
tive activities of the Association to the 
recently established Association offices in 
Lansing. The Michigan group has em- 
ployed a full-time executive secretary and 
stenographer and has also retained a legis- 
lative representative and legal counsel. 
Plans are now being formulated to expand 
the programs of legislation, public rela- 
tions and organization. 


Wayne County Provides Career Film 

The Wayne County Chiropody Society 
has, for some time, made available the film, 
“Chiropody as a Career,” to the Detroit 
schools. The film is filed, along with other 
visual aid materials, and is handled by 
school personnel much as any other visual 
aid materials would be. Wayne County 
Society president, Fred Darby, estimates 
that well over 5,000 students have seen the 
film in recent months. 


PENNSYLVANIA 


Western Division 

The June meeting honored outgoing 
president Arthur Schultz and his officers. 
Plaque was awarded to Dr. Edward Bleirer 
as Man of the Year. 

The following officers were installed for 
1959-60: A. J. Colella, President; J. Keener, 
President-Elect; I. Smulczenski, Secretary; 
L. Schultz, Treasurer; L. Schultz, J. Car- 
roll, E. Bleirer, F. Kindler, A. Wolf and 
A. Schultz, Gouncil; R. Nicklas, J. Barker, 
B. C. Egerter and H. Stolzenberg, House 
of Delegates. 


WEST VIRGINIA 

At the June meeting of the Chiropody 
Society of West Virginia, the following 
officers were elected: Earl Sheff, President; 
D. Darby, Treasurer; Randall Taylor, 
Secretary. 
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ravelling 


BANDAGE | 


(1/20) wet dressings. These proved 


in the treatment of 
Varicose Leg Ulcers 
“Dermatitis, if present was 


by simple, nonirritating, local 
therapy consisting of Domeboro 


vastly superior to any other type of — 


treatment. Subsequent treatment 


with Daxalan (Ointment) and the _ 


_ Dome boot (Dome-Paste Bandage) 
sufficed to cure the ulcer.” 


“Cooper, W. M.: Am. J. Surg. 65:475, 1948, 


locked edge. 4” x 10 yd. flesh colored . 
_ gauze bandage impregnated with Bly 


DOME CHEMICALS INC. — 
125 West End Avenue, New York 23,N. Y. | 


665 N. Robertson Blvd., Los Angeles 46, Cal. | 
2765 Bates Road, Montreal, Canada 
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PROGRESSIVE DOCTORS AGREE 
Dispensing Chiropody Prescriptions 


PAYS$ 


has found through the use of prescription dispensing 
he has increased his practice. he public and patients 
react favorably to the dispensing of Breer ir that 
aid in healing them. CHIROPODY PRESCRIPTIONS 
are: 


THE PROGRESSIVE DOCTOR 


@ Laboratory controlled 

@ Clinically proven 

e@ Individually packaged 

@ With tear-off labels (Federal Law) 

@ Important savings with free goods BONUS 
@ Origina of Ethical dispensing 


>. DER CHIROPODY PRESCRIPTIONS TODAY and 
;2nd for FREE complete listing of the 15 proven pre- 
scriptions and Public Education Pamphiets that assist 
you in education of patients, their family and friends, 
to increase practice income. 


HIROPODY 
RESCRIPTIONS 1945 


INCORPORATED 


Originators of Ethical Dispensing 
435 MAIN ST., EAST ORANGE, N. J. 


How State and District Organizations 
May Use 


PODIATRY (CHIROPODY) AS A CAREER 


Effectively. . . 


A. To obtain students for the colleges send 


copies to: 

1. Parochial, private, and public high 
schools (Principal, guidance person- 
nel and librarian). 

2. Colleges—junior and senior, liberal 
arts colleges, and to teachers’ colleges 
(Presidents, librarian, personnel di- 
rector, and counselors). 

3. Universities (General, medical, and 
education librarians; professors teach- 
ing guidance and personnel courses; 
all counselors). 

4. Public libraries. 

5. Keep one on your waiting room table! 


B. To inform the public send copies to: 


Medical doctors. 
Public officials. 
Labor leaders. 
Legislators. 


THE AMERICAN ACADEMY OF CHIROPODISTS 
14th ANNUAL SCIENTIFIC CONFERENCE 


Proudly Presents 


A Most Unique and Timely Program Featuring PODOPEDIATRICS 
Place—Ohio College of Chiropody and Wade Park Manor Hotel 
Time—October 17, 18, 19, 1959 


A CLINICAL PRESENTATION WITH ACTUAL PATIENTS, designed to show 
how you can include the child patient in your practice. DIAGNOSIS, CASE 
PRESENTATION, FOLLOW-THROUGH PROCEDURE OF TREATMENT — 
Presented by a panel of (5) outstanding men. Fee—A.P.A. Members $25.00. 


Scientific Chairman—Haroip W. Orr, D.S.C., F.A.A.C. 
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The addresses for any of the above may 
be obtained from your public library. 

This monograph should ‘be mailed in a 
sealed envelope with Book Rate written on 
the lower left hand corner. The postage 
then is only 414¢ a copy. 


BUTLER'S CHIROPODY 
SUPPLY CO. 


Specialists in the Finest 
All Nationally Advertised Equipment 


The price of the monograph is $42 a prom TABLES —., 
hundred in quantities of one hundred or 
more. Order from the Park Publishing ULTRASOUND STOOLS 
House, 4141 W. Vliet Street, Milwaukee 8, HERMIES 
Wisconsin. 

SUPP 
If you prefer, Park Publishing House will ay ood eames 


mail them for you at 12 cents a copy extra 
in quantities of one hundred or more. 


SURGICAL 
Arch Appliances made to specific pre- 
scription and cast work 


“One of the nicest things about the fu- 
ture is that it happens only one day at a 
time.” 


l copy —$_ .75 Materials also stocked for making your 
10 copies _ 7.00 own arch appliances. 
25 copies — 15.00 S641 York Les Angeles, Calif. 
50 copies — 25.00 1069 Market St., San Francisco 3, Calif. 
100 copies — 45.00 UNderhill 1-4551 
500 copies — 210.00 BUTLER'S 


“The House of Friendly Service" 
TERMS TO SUIT 


WRITE FOR PRICES AND DETAILS 


LIGHTWEIGHT! 


VOSBURG STYLE E ARCHGLAS* 
PRESCRIPTION INLAY 


Made to individual cast only. Arch re-inforced with impregnated glass cloth 
laminate. Rigidity can be controlled according to patient’s needs. Write for 
brochure. Many other styles available in our prescription department. 


“Manufacturers and Distributors of Chiropody 
Appliances and Supplies for over 25 Years” 
* Trade Mark Reg. U. 8. Pat. Off. Patented U. S. Pat. Off., American Medical Glass Co. 


Write Today for Our FREE Catalog 


FOOT APPLIANCE CO. 
117 East 5th—Austin, Texas 
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PODIATRISTS SOLVE FIT AND STYLE 
PROBLEMS BY TELLING BIG MEN 
ABOUT FAMOUS KING-SIZE SHOES 


Your male patien‘s who wear shoes in sizes 10 to 16, 
widths AAA to EEE, will welcome information about 
King-Size Shoes . . . because they can get the styles they 
want, in their hard-to-find perfect-fitting size and width! 
King-Size o.ie:s s.oes in dozens of styles for dress, sport, 
work, casual aud athletic wear. Podiatrists are invited 
to write for special information on referral of patients to 
King-Size for shoes, write today. There is no obligation, 
of course. Write KING-SIZE, INC., 677 BROCKTON, 
MASS. 


The Children’s Bureau, U. S. Dept. of 
Health, Education and Welfare publishes 
a bi-monthly journal titled CHILDREN, 
subscription at $1.25 per year. A subscrip- 
tion blank may be had by writing to the 
U. S. Government Printing Office, Division 
of Public Documents, Washington 25, D. C. 
CHILDREN offers not only articles on 
health, welfare and education, but reports 
on “services that are working toward the 
improvement of child life.” 


LEGAL AND LEGISLATIVE 


IOWA 

Effective July 1, 1959, arrangements have 
been completed so that payment can be 
made directly to the chiropodists for cer- 
tain services provided recipients of public 
assistance by the practitioner. Standards 
and regulations governing the amount and 
type of service for which payment can be 
made have been established. 


DEATHS REPORTED 


A. John Anselmi 
Lawrence, Mass. 


Adelaide Powers 
Bordentown, N. J. 


R For 


TYLOMA OF THE GREAT TOE 


Chronic or acute heloma, callous or vascular 
in nature, found on the inner side of great toe. 


A prosthesis from cast of condition gives last- 
ing comfort and in a greater percentage of cases 
a cure of that condition, also an adjunct in the 
hydrocortisone or Keramin® injection of keratosis. 


Liquid Rubber Appliance Lab. 
45 Valley Way 


that next case of 


Send casts 


to 


West Orange, N. J. 
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A new and effective 
treatment for onychomycosis 


KERALAC 


A solution of chloranil (fungicide) in a high grade nail lacquer. 
The lacquer holds the fungicide on to the nail so that close and inti- 
mate contact is assured. 

Keralac is cosmetically elegant and when dry has the smooth and 
shiny surface of a nail lacquer. Further, the painting of a nail with 
a lacquer is appealing to the patient. 

In the office, remove the infected portion of the nail and debride 
the nail bed. Instruct the patient to carry out the following twice a 
week:—1. remove old lacquer by nail polish remover; 2. sand the 
nail down as much as possible; 3. repaint with Keralac. 


Available 1% oz. bottles complete with brush applicator. 
Samples and literature on request. 


SALEM PHARMACEUTICALS Naugatuck, Connecticut 


FOOT BALANCE INLAYS 


are only completely 
successful 
when each case 
is individually studied, diagnosed 
and an inlay made to fit its 


special requirements 


The laboratory of 


CARL G. BERGMANN, D.S.C. 


5406 BROADWAY CHICAGO 40, ILL. 


originator of foot balance inlays is directed 
in all its endeavors to accomplish this result 
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CONVENTION DATES 
AND 
MEETING NOTICES 


American Podiatry Association 
Seward P. Nyman, Convention Manager 
3301 16th St., N.W., Washington 10, D. C. 
Michael I. O'Connor, Exhibit Manager 
428 E. Preston St., Baltimore 2, Md. 


Region One 
(Conn., Maine, Mass., N. H., R. I., Vt.) 
Boston, Mass., Sept. 25-27, 1959 
Sheraton Plaza Hotel 
Dr. Edward H. Buchbinder 
10 Allyn St., Hartford, Conn. 


Region Two 

(New York) 
Mr. Gilbert Hollander, Ex. Sec. 
353 W. 57th St., New York, N. Y. 


Region Three 

(Del., Md., N. J., Pa.) 
Dr. B. C. Egerter, Gen. Chairman 
507 Liberty Ave., Pittsburgh, Pa. 


Region Four 
(Ohio) 
J. Edwin Farmer, Ex. Sec. 
Fifty W. Broad St., Columbus, Ohio 


Region Five 
(IL, Ind., Mich., Wis.) 
Mid-West Conference 
Chicago, Ill., Mar. 25-27, 1960 
Morrison Hotel 
Dr. Ralph M. Ticko, Pres. 
536 W. Wisconsin Ave., Milwaukee, Wis. 


Region Six 
(Colo. Iowa, Kan., Minn., Mo., Nebr., N. Dak., 
$. Dak.) 
Omaha, Neb., April 1-3, 1960 
Sheraton-Fontenelle Hotel 
Dr. Reid L. Cox, Gen. Chairman 
409 Huron Bldg., Kansas City, Kansas 


Region Seven 
(Idaho, Mont., Oreg., Wash., Wyo.) 


Region Eight 
(D. C., N. C., S. C., Va.. W. Va.) 
Williamsburg, Va., Nov. 13-15, 1959 


Williamsburg Inn 


Dr. Leonard Kaplan 
718 Court St., Portsmouth, Va. 


Region Nine 

(Florida) 
Dr. Joy E. Adams 
401 Florida Natl. Bank Bldg., 
St. Petersburg, Fla. 


Region Ten 
(Ala., Ga., Ken., Miss., Tenn.) 
Louisville, Ky., Oct. 9-11, 1959 
Brown Hotel 
Dr. Chester A. Nava 
4140 Shelbyville Rd., Louisville, Ky. 


Region Eleven 
{Ark., La.. N. Mex., Okla., Texas) 
Dr. W. C. Gigerich, Gen. Chairman 


Arkansas Natl. Bank Bldg., Hot Springs, Ark. 


Region Twelve 
(Ariz., Cal., Nev., Utah) 


Dr. Alfred G. Roos 
209 Post St., #412, San Francisco 8, Calif. 


Canadian Podiatry Association 
Toronto, Ontario, Sept. 5-8, 1959 
King Edward Hotel 

Dr. L. Hurwitz, Exec. Sec. 
3017 Bathurst St., Toronto, Ont. 


Idaho Podiatry Association 


Sun Valley, Idaho 
Sept. 11-13, 1959 


Ohio College of Chiropody 
Seminar on Practice Management 
Sept. 26-28, 1959 


Attend Your 


STATE & REGIONAL MEETINGS 
THEN YOUR NATIONAL 
IN AUGUST 1960 
IN CHICAGO, ILLINOIS 
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CHIRO ADHESIVE PLASTER 

G premum 
quality 

product 


e Water repellent 

e Maximum, un- 
varying adhesion 
and tack 

e Minimal allergic 
content 

@ Holds its firm- 
ness, will not 
stretch 

e Tears smoothly 
without fraying. 
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Write for our Catalog of Chiropody Spe- 
cialties: Molefoam, Moleskin, Kurotex, 
Adhesive Felt, Adhesive Felt Padding, Ad- 
hesive Foam, Foam Padding, Tubegauz. 
World's Largest Supplier of Chiropody 
Equipment and Supplies 
CHIROPODY SUPPLY HEADQUARTERS, INC. 


1425 W. Clark St., Chicago 10, Ill. 
111 Fifth Ave., New York 3, N.Y. 3223 E. 46th St., Los Angeles 58, Calif. 


RUBBER BARS 


Corrects Posture! 


F A METATARSAL 
\ 


You can 
rotate foot 


in or out. 


Arch Support! 
Prevents shoe 
shank breakage. 


Easy to attach to sole of shoe. Exercises feet. 
Five sizes. Rubber gives comfort. Doctor’s 
Introductory Package: 15 pair assorted styles 
and positioning chart. Order of your JOBBER. 


These Jobbers Will Supply You 


Allied Surgical Supply Co., Lancaster, Pa. 
C. H. Hittenberger Co., San Francisco 
Chicago Medical Equipment Co., Chicago 
Chiropody Supply Headquarters, Chicago 
Katzenstein Professional Supply, New York 
Chiropody Supply Headquarters, New York 
Julius Rothschild, Long Island City, N. Y. 
Surgical Supply Service, Philadelphia 
Pedline Supply Co., Seattle, Wash. 

Miller & Sierakowsk!i, San Jose, Calif. 
Upper Darby Surg. & Appl., Upper Darby, Pa. 


CARL F. FAY ESTATE 
3025 Farnam St., Davenport, lowa 
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FOR RAPID CONTROL OF HEMORRHAGE .. 


MOOD ELEVATORS 


The horse looked sleek, but he was 
broken winded. After trotting him around 
the owner-salesman said, “Hasn’t he got a 
lovely coat?” 


HEMOSTATIC-SOLUTION 
FOR TOPICAL APPLICATION Yep, answered the prospect, coat’s all 
right but I don’t like his pants. 


BACTERIOSTAT|C 


Please order from your supply house The electric refrigerator was burning up 


too much electricity but the repairman was 


unable to learn why. After a long and fruit- 


less examination he idly asked the cook if 
Shia redhervent she liked the refrigerator. “I like it fine,” 
No 2 she said. “I open the door and it cools off 


the whole kitchen.” 
(Improved Formula) 


The finest adhesive for “Why are you crying, Johnnie?” asked 
felt, gauze, tape the teacher. 
and moleskin “Cause I hate school and I've got to keep 
ASK YOUR DEALER on going till I’m 16.” 


“You should cry, Johnnie. I’ve got to 


The Mowbray Co., Waverly, lowa : 
stay here till I’m 65.” 


THE 


HOUSE OF COMFORT 


known for 


Their outstanding, skilled craftsmanship in the appliance of old-fashion and modern 
hand-made foot appliances for any kinds of deformity as well as Balance Inlays, 
Levy and Sansone Molds, Celastic, and arches of oak sole leather with blue tempered 
steel springs; also flexible type of supports of cork and rubber. 

We also construct any type of stainless steel plates. 

The priceless knowledge and experience which we learned and inherited from our 
fathers enable us to be very proud of our scores of years in orthopaedic work. 
Every appliance constructed in our laboratory is hand made. We DO NOT HAVE 
ANY STOCK APPLIANCES OF ANY KIND. 

It is our proud privilege to serve you and the profession in your every need and we 
look forward to hearing from you in the near future. Write for our literature. 


LEVY & RAPPEL, INC. tpptiances 


384 COLUMBUS AVENUE NEW YORK 24, N, Y. 
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Dr. Pod By Bob Hughes, D.S.C. 


GRISWOLD'S | 
FAMILY SALVE | 


The olive oil base is the secret to 
your insurance of a satisfied 
patient. It relieves pain. 


The finest adhesive for felt. \ 
It remains flexible. - | 4 


— 


Sold by all supply houses “Good Association Meeting 


. Last Night, Charles?” 
The Griswold Salve Co. 


Hartford, Conn. Prejudice is weighing the facts with your 
thumb on the scales. 


THE ANSWER TO “DRY SKIN” 


continuous water replacement from 
a balanced water-in-oil emulsion 


HYDRATE 


POLYSORB HYDRATE, the balanced water-in-oil emulsion, continuously releases 
water, as needed, for essential tissue hydration. Bland, non-sensitizing, non-irritating 
POLYSORB HYDRATE also provides prolonged emollient aud protective action for 
the deeper cells. 


Available in 50 Gm. tubes, 425 Gm. jars. POLYSORB HYDRATE is a water-hydrated, specially 
processed, balanced emulsion system consisting of sorbitan sesquioleate and wax petrolatum. 
(Literature and sampling available on request.) 


E. FOUGERA & CO., INC. Hicksville, Long Island, New York 
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Berore 


CHeck 


Thousands of Podiatrists 
Have Found Their APA 
Insurance Plans to be 


You Look Elsewhere 


Your A.P.A. Insurance 
Program First 


"Just What the Doctor Ordered" 


Write 


NAC AGENCY INC. 
53 ACADEMY ST. 
POUGHKEEPSIE, N. Y. 


ADMINISTRATORS 
APA INSURANCE PLANS 


A26 


DISABILITY INCOME 
INSURANCE PLAN 


® Up to Lifetime Accident Benefits 


@ Up to Seven Years’ Sickness Bene- 
fits 


© Hospital and Surgical Options 


® Low Group Premium 


PROFESSIONAL LIABILITY 
PLAN 
®@ Up to 100/300 Thousand Limits 


© Office Premises Liability Coverage 
in Same Policy (Optional) 


® Substantial Savings in Premiums 
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FOR RESULTS TRY 
CLASSIFIED ADS 


in the 
JOURNAL 


They will help secure a new location, 
practice equipment, apparatus, books, in- 
struments, a successor, partner, associate 
or assistant. The Journal has proved an 
excellent medium for any of the above pur- 
poses. The classified columns can be of 
genuine service to advertisers and mem- 
bers. Commercial and personal rates are 
shown at the head of the column. If you 
desire more specific information concern- 
ing classified advertising, write to: 


Journal of the American 
Podiatry Association 
3301 16th St., N. W., 
Washington 10, D. C. 


PHYSICIAN, general practice, will share 
office with chiropodist. Excellent location 
in busy shopping center, Bergen County, 
New Jersey. Office equipped with X-ray 
and dark room. Write 906, c/o <A.P.A., 
3301 Sixteenth Street, N. W., Washington 
10, D.C. 


SHARE professional offices in new medi- 
cal center with physicians. San Diego, Cali- 
fornia area. Excellent opportunity to 
build large practice in area that needs 
chiropodist. Write 908, c/o A.P.A., 3301 
Sixteenth Street, N. W., Washington 10, 
D.C. 


FOR SALE: Fischer and Company, 
Master-Ultra-Sound, Floor Model A3000— 
impulse, surge, continuous. Like new, 
bought in 1958 for Branch Office, 1 day’s 
use. $250.00. Write Chester L. Rossi, 
D.S.C., 116 W. Long Ave., DuBois, Penn- 
sylvania. 


FOR SALE: South Florida practice. 
Lovely ground floor office, air condition 
and utilities included. Busy perfect loca- 
tion. Established many years. A wonder- 
ful opportunity for a live young man. 
Write 910, c/o A.P.A., 3301 Sixteenth St., 
N. W., Washington 10, D. C. 


PODIATRY ASSOCIATION, SepTemBeR, 1959 


WANTED: Used McDowell Oscillator 
and stand. Write 904, c/o A.P.A., 3301 
Sixteenth Street, N. W., Washington 10, 
D.C. 

BIG OPPORTUNITY! Established 
practice of 21 years; growing city; indus- 
trial development; University; Govern- 
ment projects. Ideal climate. Write Dr. 
Frank <A. Silver, Podiatrist, 1 Reinert 
Building, Boulder, Colorado. 


INSURE 
RECEIVING YOUR 
JOURNAL 
WITHOUT INTERRUPTION 


PAY YOUR DUES NOW 


FOR SALE: in Detroit, Michigan, 
36-year, well established three treatment 
room practice. Modern equipment, ex- 
cellent condition. Retiring. Dr. Joe Jacobs, 
15921 W. Seven Mile Road, Detroit 35, 
Michigan. 


An Authorized Binding 
for 
JOURNAL 
of the 
American Podiatry Association 


Arrangements have been made for subscribers 
to have their journals bound into distinctively 
designed books. 


Twelve issues, January through December, 
bound in best grade black washable buckram, 
imprinted with your name on cover, cost but 
$4.15 per volume. 


Bound journals serve as an immediate reference 
for research and information. Properly dis- 
played, they create a psychological impact on 
the patient, implying the time and effort spent 
to keep up to date on the most modern tech- 
niques and treatment. 


Ship journals parcel post. Within thirty days 
after receipt, bound volumes will be shipped 
prepaid anywhere in the U.S.A. Full remittance 
must accompany order. 


PUBLISHERS’ AUTHORIZED 
BINDERY SERVICE 
(Binders of all Journals) 


5811 W. Division Street 
Chicago 51, Illinois 


A27 


CLASSIFIED ADVERTISERS 


Advertisements not exceeding 30 words 
cost $3.00. Additional words 10 cents each. 

Commercial classified advertisements— 
minimum 30 words $10.00; 30 cents per 
additional word. 

All classified ads payable in advance. 
Remittance must accompany order for in- 
sertion, 


PODIATRY EFFICIENCY MAN will 
double your present income by methodiz- 
ing office for maximum productiveness and 
teach proven tenets and techniques of prac- 
tice. If you are a beginner, I can show you 
how to make a minimum gross income of 
$5,000 for the first year. Confidential. 
Write 802, c/o A.P.A., 3301 Sixteenth 
Street, N. W., Washington 10, D. C. 


Please do not ask for the names of classified 
advertisers in the JOURNAL who use box 
numbers. We accept such advertisements 
with the understanding that this information 
will not be released. Address replies or 
inquiries to the box number shown in the 
advertisement. They are promptly for- 
warded to the advertiser. 


TROUBLED Baltor Bracelet (Patent No. 
TOES? 2471997) offers new way to foot 
health. Worn in the bath, it 

; provides a wider spread to sep- 
arate the toes and let water cir- 
culate between them. Fresh, 
running water, cleansing and 
refreshing these sensitive skin 
: areas, acts like a gentle mas- 
[a sage to stimulate flow of health- 
» | giving blood through toes and to 
oj relieve tensions from shoes. 


BALTOR BRACELET 
3800 POPLAR AVE. 
BROOKLYN 24, N. ¥. 


FOR SALE: Well established practice, 
over ten years old. Located upstate New 
York. Community of over 20,000. Office 
completely furnished. For particulars write 
Box 510, c/o A.P.A., 3301 Sixteenth St., 
N. W., Washington 10, D. C. 


SALES REP WANTED: Highly rep- 
utable manufacturer of molded shoes 
seeks aggressive representation to podia- 
trists in selected areas throughout country. 
Exclusive casting process and high quality 
product gives edge over competition. 
Write immediately: Personal Contour 
Shoe Company, 70 Washington Street, 
Haverhill, Massachusetts. 


CHIROPODIST-—Established near Nor- 
ristown. Practice and equipment—$10,000. 
Real Estate—$24,000. Write 902, c/o A.P.A., 
3301 Sixteenth Street, N. W., Washington 
10, D. C. 


The Most Valuable Office Literature for 
Patient Education 


FOOT FACTS 
P. O. BOX 985 


MIAMI BEACH 39, FLORIDA 


SHARE with established optometrist. 
Downstairs professional office. Busy Suffolk 
(L.L.), Commack Shopping Center, con- 
taining bank, movie, dentist, stores, etc. 
Well-known department store opening 
soon. Forest 8-8466. Write Dr. Lawrence 
Abelman, 54 Commack Shopping Center, 
Commack, N. Y. 


EXCEPTIONAL OPPORTUNITY to 
take over a long-established practice at a 
reasonable price in the finest medical 
building in California. Located in this 
building more than 20 years. Modern 
equipment including polysines. Recep- 
tion room nicely furnished. Retiring. 
Write Dr. Alpha M. Winthrall, 450 Sutter 
Street, San Francisco 8, California. 


FOR SALE: Fully equipped 4-room of- 
fice. Well established practice, no other 
chiropodist within 50-mile radius. Will 
sacrifice. Phone or write Faye Silverman, 
117 Dixon, Beckley, West Virginia. 


LIQUID LATEX 


Extra thick. You can thin it yourself to 
suit your needs. Granulated Cork — 
Leather Flour. Write for samples with 
prices. 


W. WOOLEY & CO. 


1016-CH Donald St., Peoria, Illinois 
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‘Help 


patients happily 
on their feet with — 


HisoHex 


(antiseptic detergent with 3 per cent er 


Foot care is 
patients wash their feet with © 
 pHisoHex instead of soap. Anti- 
bacterial pHisoHex “. 
the ideal skin antiseptic... 
nonalkaline, nonirritating 
hypoallergenic. It is adsorbed to © 
the skin for cumulative bacterio- _ 
static action—a real protection. 
pHisoHex is recommended for 
of bromhidrosis, in whirl- 
~~ baths, to wash your own | 
between patients, before 
and after any surgical proce- 
_ dures, for daily foot care of pa- 
tients with diabetes and vascular __ 
diseases, and wherever antiseptic 
cleanliness is essential.24 
Send for timesaving patient's 
instruction sheets on foot care 
with antiseptic pHisoHex. 


(ly LABORATORIES 
New York 18, 


4 Wlrnes 1. Medrek, T. F., and Litsky, 
48:555, Dec. 

Nat. A. 
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B-F-] 
® 
medicated powder 


cool 
comfort 
for 
burning 


feet 


The gentle antiseptic- 
astringent action of B-F-I 
Powder brings quick, 
long-lasting relief to 
burning, itching feet. Fine- 
mesh powder spreads, ! 
clings, dries weeping areas 
without caking or crusting 
promotes the natural 
healing process and 

helps protect against 
bacterial infection. 


B-F-1 is an ideal first-aid 
dressing and surgical 
powder. Recommend it, 
use it for relief of 
minor abrasions and 
scratches; athlete’s foot; 
all cases of tired, 
burning feet. 
tF-l is a trademark of Merck & Co., inc. 
ditional literature is available 
> physicians on request 


Merck Sharp & Dohme 
S]=) DIVISION OF MERCK & CO., Inc. 
PHILADELPHIA 1, PA. 
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